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POSSESSIONS, FUNCTIONS AND NEEDS 
OF A SCIENTIFIC SOCIETY 
CHAIRMAN’S ADDRESS 


PARKER HEATH, 
DETROIT 


M.D. 


It is proposed to discuss a scientific society, and the 
Section on Ophthalmology in particular, under three 
headings, possessions, functions and needs. 


POSSESSIONS 

The permanent possessions of a scientific society are 
its great names and its literature. In a historical sense 
they form our immortality, men and literature against 
the erosion of time. Beforeé our great names let us 
pause in respect, that “company of men whose thoughts 
made our thoughts, and whose ways made our ways— 
the men who first dared to look on nature with the 
clear eyes of the mind” (Osler). Our records now 
form many volumes. In them we see clearly the courage 
and energy of pioneering. A certain empty elegance 
appears here and there, but work of permanent worth 
and secure merit is well rooted. The section, with its 
large democratic membership, has a creditable literature. 

I now consider another possession of a scientific 
body, namely its fine principles of the spirit. We modify 
our way more by moral than by intellectual education. 
The calling of a physician compasses the cool logic of 
science and the warm feelings of the heart. Indeed it 
is rational to speak of the morality of science. The 
search for these high principles and high motives is a 
dificult project. This is true with section members 
because they have the human characteristic of veering 
away from expressing lofty sentiment, even though the 
very principles they live by are involved. We feel that 
teal worth is rarely on parade. It is common knowl- 
edge that partial falsification infects public acts and 
records. To complete our search successfully would 
require unusual material, such as that found in a ecm- 
plete file of diaries. And a master historian with “a gift 
which is noble beyond all others”—to be born imper- 
sonal—would be as necessary as the diary material. 

In digging through this material the historian would 
ind ideas, impressions, imaginations and objective rela- 
lions noted between events and peoples, some concerned 
with manipulating personality, others with the panorama 
of life. Some follow the calculating aphorisms of 
Gratian, others live compartmentalized as recommended 
by Osler, while the largest group, made up of most of 
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us, travel the unplanned amorphous way. Out of the 
blur and shapelessness would arise form, design and 
pattern of the medical way of life. The precious 
material found consists of the guiding principles, often 
unrecognized, which direct, shape and give the satisfac- 
tions of life. These qualities may be incompletely listed: 
The pleasure and success of perseverance of work. 
Understanding of the value of time, not as an excess of 
noble work, nor as stupid drudgery. The far reaching 
powers and virtues of kindness and patience. The grain 
of dementia which makes joy in originating and the 
improvement of talent. Yes, the wisdom of economy. 
The dignity and worth of simplicity and character. The 
immortal quality of courage—especially the courage of 
the spirit. The far and high reaching influence of 
example. The triumph of truth. These may be part 
of both the common satisfactions of the daily job and 
the stir to more knowledge and higher standards. These 
possessions motivate our colleagues and drive them to 
high attainment. A long list could be made of items 
concerned with the spirit. The acceptance of high aims 
by a scientific society activates it. The scientist con- 
tributes to humanity by finding facts and creating his 
sort of an ethical discipline. The possessions of our 
society are great names, literature and acceptance of 
high obligations. 
FUNCTIONS 

The functions of a scientific body are to endow life 
with new discoveries and powers. Our open program 
offers opportunity to disseminate the new, revise the 
old and stress the current trends. Meetings of national 
standard, entrance to literature, scientific exhihits and 
correlations, and grants for investigation suppo:t these 
functions. We can help to disentangle overerganized 
medical structure, render unnecessary accessory groups. 
Overorganization is a sign of subfunction. Our section 
personnel is largely those on the firing line: Those who 
practice the doctor-patient relationship. We must rep- 
resent and offer something to cheer our fellows caught 
in the load of daily work accumulating to crush. The 
inertia of those stay-at-homes who should be here is a 
challenge to us. Ophthalmology, medicine’s elder 
daughter, is inescapably caught in those volcanic mut- 
terings affecting state and nation. In these times we 
see the greatest proclaimers of liberty become its greatest 
enslavers, and practical politics and propaganda at the 
farthest swing from statesmanship and responsibility. 
In all the confusion we must tilt a lance against deceit, 
to recall the straggler, refresh the outworn, inspire the 
brave. Medicine’s problems are ours and will be 
‘solved by the same formulas. Members of a medical 
society have, therefore, a dual obligation: to sustain 
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and add to our heritage of scientific truth and to treat 
the sick, the essence of our calling. We all share in 
this common obligation. Each must in his own way 
with tender or rough eloquence make return. 


NEEDS 

What of our needs? They may govern us. Mel- 
lowed experience tells us there is no rest from the 
world’s buffets. Ophthalmology needs constant field 
work to broaden and refresh anew knowledge of her 
worth to the profession and by her worth to the public 
at large. This, I emphasize, is always in order. We 
cannot relax from this. For short intervals only may 
we twang the romantic string. Our American Medical 
Association is a democracy and has the advantages and 
defects of this form of government. Our medical 
commonwealth needs individual interest and activity to 
be the best form of government. Our section’s life 
blood is the program; better quality will come from 
more flexibility in arrangement. We should reshape 
more and cling less to the A. M. A. section structure. 
The Scientific Exhibit is a unique part of our program. 
Its possibilities for use as a postgraduate teaching 
vehicle are only started. The high qualities of our 
journals entitle them to the comfort and security of 
larger circulation. Such support will mutually reward. 
A real need exists for ampler abstracts in English of 
the world’s ophthalmic literature. The benefits from 
literature to doctor and patient through study groups, 
seminars and staff meetings are brought about by 
discipline and rigorously ordered study. Basic and 
clinical investigation replenish the torch of science. We 
need institutions whose dominate note is investigation, 
where the routine clinical side is permanently kept in 
the background. Basic sciences in most institutions are 
waved aside for the clinical. For most of us the direct 
problems of caring for the sick come first. 

Ophthalmic physiologic investigations need emphasis. 
Funds are often necessary to activate research programs. 
So blood and nervous fiber must be drawn on for the 
added task of solicitation of such funds. The section 
Knapp Fund needs continued support in this field. It 
may be said that the training of ophthalmologists is too 
exclusively clinical. This is easily illustrated. A chief 
by-product of physiologic optics is refinement in refrac- 
tion. Physiologic optics is critically underemphasized. 
And, strange to relate, the theory and technic of oph- 
thalmic surgery are not widely available to the graduate 
student. The principle of continuing education—adult 
education—needs sustained stimulation. The educa- 
tional methods toward this need may be carried out in 
our most widely distributed centers of medical teaching, 
the general hospital. Inspired teachers are not essential 
even if they were available. What is needed is method: 
a program of a full outline of study. Our American 
Board has successfully initiated a new approach to an 
old problem. Its base is now broad enough to raise its 
and our standards of what constitutes an ophthalmolo- 
gist. Our entire field needs a fresh understanding of 
what we can and cannot do. This will be built on 
experience of the past in the light of present knowledge. 
With reverence for our rich possessions, let us look 
hopefully to the future. May we administer our 
worthy functions with humility, governed by our chief 
need—the search for truth. 

1553 Woodward Avenue. 
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BERIBERI IN ALCOHOL ADDICTS 


NORMAN JOLLIFFE, M.D. 
AND 
ROBERT GOODHART, M.D. 
NEW YORK 


Vitamin B, deficiency is now more frequently con- 
sidered in this country as a factor in the production and 
aggravation of cardiovascular disease than formerly; 
this is a logical development from the recognition 
that this deficiency is not rare in the United States, 
The cardiovascular disturbances in beriberi are well 
known and are described wherever the disease is 
observed, whether in the Orient or in the Occident and 
whether in prison or asylum outbreaks, in sailors or 
in the sporadic cases heretofore identified. The cause 
of beriberi has been accepted as vitamin B, deficiency 
since Vedder’s* monograph in 1913. It is now recog- 
nized that this deficiency has the decisive role in the 
production of many forms of neuritis variously described 
in this country as “toxic,” “cachectic,” “infectious,” 
“metabolic,” “gestational” and “alcoholic.” Alcoholism 
is common in this country, accounting for 11.2 per cent 
of 101,462 first admissions to 472 mental hospitals in 
1935.2 In addition, general hospitals in large cities 
care for considerable numbers of alcohol addicts, most 
of whom do not have mental symptoms requiring pro- 
longed hospitalization. For example, the alcoholic 
wards of Bellevue Hospital alone recorded an average 
of 7,500 admissions per annum during the period from 
1902 to 1935 inclusive.* Alcohol addicts, because much 
of their caloric need is satisfied by vitamin-free alcohol, 
consume an inadequate amount of many of the essential 
elements of nutrition. Because of the scant storage of 
vitamin B,, deficiency in this vitamin quickly leads to 
clinical signs. In our experience alcohol addicts as a 
rule show evidence of vitamin B, deficiency prior to 
showing clinical evidence of deficiency in the other 
vitamins. It is true that the Wortises and Marsh* 
found vitamin C unsaturation to be extremely common 
in association with the alcoholic psychoses in the 
Bellevue material. However, we have no record of 
clinical scurvy in an alcohol addict who did not have, im 
addition, polyneuritis. Of the last sixty pellagrins 
studied on this service, all but five had polyneuritis. 
The incidence of vitamin B, deficiency as evidenced by 
polyneuritis in the alcohol addict is remarkably high. 
Romano * found that 58 per cent of 131 alcoholic addicts 
admitted to Colorado Psychopathic Hospital presented 
evidences of neuritic involvement. Using his criteria 
we * found that 61.6 per cent of 1,000 consecutive male 
patients admitted to the alcoholic ward of Bellevue 
Hospital in the fall of 1935 had polyneuritis. According 
to our? minimum criteria, one third of Romano’s and 
22.6 per cent of our patients had definite polyneuritis. 
However, only 38.4 per cent of our group showed no 
signs at all of involvement of peripheral nerves. 
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Since the polyneuritis of the alcohol addict and of 
beriberi are identical (as to cause, clinical course and 
pathologic changes), and since cardiovascular distur- 
bances are prominent in the disease labeled beriberi, 
one would expect to find in alcohol addicts the cardio- 
vascular disturbances described as occurring in patients 
with beriberi in other parts of the world. That these 
disturbances occur is indicated by the reports of Jones 
and Sure * and Weiss and Wilkins.® The latter authors 
reported that cardiovascular disturbances due to vitamin 
B, deficiency occur in about one of every 160 persons 
admitted to two of the medical services of Boston City 
Hospital. They pointed out that, while the clinical 
picture is extremely variable, the cardiovascular dis- 
turbances correspond in many respects to those 
described in the beriberi heart of the Orient. The 
majority of their patients were “heavy consumers of 
alcohol” who had cardiovascular disturbances of vary- 
ing severity which could not be ascribed to the usual 
etiologic factors. The majority of their patients pre- 
sented other manifestations of a nutritional deficiency, 
but in some instances “circulatory failure was the sole 
manifestation.” In a study limited to alcohol addicts, 
however, we ?° found that about one third of sixty-five 
subjects having polyneuritis demonstrated clinically 
some degree of cardiovascular disturbance secondary to 
vitamin B, deficiency. On the other hand, evidences of 
cardiovascular dysfunetion were minimal in alcohol 
addicts who showed none of the stigmas of alcohol 
addiction (e.g., polyneuritis, alcoholic encephalopathy, 
Korsakoti’s syndrome, pellagra, cirrhosis of the liver). 
Depending on which symptom is the most prominent, 
Keefer *! has classified beriberi as (1) neuritic, (2) 
edematous, (3) cardiac and (4) mixed, the latter type 
being the most frequent. In a previous study we’*® 
indicated that all these types are observed in the 
Bellevue material. Since the neuritic type has been 
adequately described by many observers, we will in this 
communication describe by illustrative cases the clinical 
aspects of the remaining three types. 


REPORT OF CASES 


Case 1—A white man aged 48 (who for years had been a 
heavy consumer of alcohol) was admitted on July 6, 1936, to 
a surgical division of Bellevue Hospital because of severe 
abdominal pain. Nine months previously he had had a gastro- 
enterostomy performed because of a peptic ulcer. He had 
adhered strictly to his postoperative ulcer diet for the first 
five months, at the end of which time he disregarded instruc- 
tions and lived chiefly on beer and whisky obtained during 
his work as a sorter of “empty” whisky bottles. The epigastric 
pain of which he complained began shortly after he broke his 
diet, becoming more severe about one week before admission. 
At the same time he noted shortness of breath, which was not 
associated with orthopnea, edema or palpitation. Three days 
before admission, nausea and vomiting developed. When 
admitted to the surgical service he was acutely and seriously 
ill, tachypneic (rate, 42 per minute), with cyanosis of the finger 
wail beds. The pulse rate was 98, the temperature 97 F. and 
the blood pressure 90 systolic, 60 diastolic. The veins of the 
neck were not distended, the lungs were clear, the liver was 
not palpable and there was no edema. The heart showed no 
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clinical evidence of enlargement, the rhythm was regular and 
no murmurs or thrills were detected; the second pulmonic 
sound equaled the second aortic sound. Examination of the 
urine gave essentially negative results. The leukocyte count 
was 7,500, with a normal differential formula. As the patient 
showed rigidity and in the epigastrium and right upper 
quadrant direct and rebound tenderness, he was observed for 
a perforating peptic ulcer. He was given nothing by mouth. 
In the first twenty-four hours he received by intravenous 
infusions 3,000 cc. of 5 per cent dextrose solution in physiologic 
solution of sodium chloride. The following day, July 7, the 
abdominal signs were minimal but the liver was palpable three 
fingerbreadths below the costal margin and some edema of 
the lower extremities was noted. The blood pressure was 
98/58. From this time until he was transferred to this service, 
when the abdominal symptoms had entirely subsided, the 
patient received alternately at hourly intervals 1 ounce (30 cc.) 
of peptonized milk or tap water. During this period mental 
symptoms were noted, and after a consultation he was trans- 
ferred on July 11 to the medical service of the psychiatric 
division. 

When admitted to this service he was confused, disoriented, 
dyspneic and orthopneic but not cyanotic. There was no evi- 
dence of sclerosis of the peripheral vessels, and retinoscopic 
examination gave normal results. There were no distended 
or pulsating veins in the neck. The lungs were clear throughout. 
The cardiac apex was diffuse, and the point of maximum 
intensity could not be localized. The heart sounds were of 
a poor quality; the second aortic sound was greater than the 
second pulmonic sound. There were no murmurs or thrills. 
The ventricular rate and the pulse rate were equal, at 90 per 
minute. The blood pressure was 106/68. Pitting edema 
involved the lower extremities, sacrum and genitalia. During 
the following six days the patient was given our basal diet,12 
with fluids restricted to 1,000 cc. daily, and absolute bed rest 
was maintained. The edema of the lower extremities, sacrum 
and genitalia continued to increase, although the dyspnea and 
orthopnea disappeared. 

An electrocardiogram and a teleoroentgenogram of the- heart 
had been taken on July 8. The electrocardiogram showed an 
inverted T wave in lead 3. The roentgenogram revealed that 
the heart was diffusely enlarged in all diameters. The borders 
of the heart were straight. An electrocardiogram on July 15 
revealed right axis deviation, and tracings of six precordial 
potentials revealed an inverted T wave at point V5 (located 
at the level of the fifth rib in the left anterior axillary line) 
as the only abnormal feature. The blood pressure was now 
140/98 and the weight 139%4 pounds (65 Kg.). Two urinalyses 
done during this period gave negative results as to albumin and 
sugar. The specific gravity was 1.018 and 1.013. The tem- 
perature was never above 100 F. The serum albumin-globulin 
ratio varied from 3:2.6 to 3.2:2.7. The red blood cell count 
was 3,700,000 per cubic millimeter and the hemoglobin content 
8.7 Gm. per hundred cubic centimeters. 

As the patient’s weight was increasing and edema advancing 
in spite of bed rest and restricted fluid intake, the regimen was 
changed on July 18. The same diet was used but was supple- 
mented by 18 Gm. of vegex 1° and 2 mg. of thiamin chloride 1* 
(crystalline vitamin B:) taken by mouth. The daily intake of 
vitamin B: was estimated as 3.01 mg. of thiamin chloride 
(1,053 international units) and the vitamin B:/calory ratio 15 
as 8.4 (approximately five times the patient’s predicted require- 
ment of vitamin B:) as judged by Cowgill’s prediction formula. 
Absolute bed rest was discontinued and fluids were not 
restricted. Three days after the institution of ‘this regimen 
the liver was no longer palpable and the patient began to lose 
weight. An electrocardiogram taken on July 24, the seventh 
day of this regimen, revealed disappearance of the right axis 
deviation and the development of inverted T waves in all 
three leads: A roentgenogram at this time showed moderate 
enlargement of the heart in all diameters. The blood pressure 
was 134/96. The patient continued to lose weight until the 





12, Jolliffe, Norman, and Colbert, C. N.: The Etiology of Polyneuritis 
in the Alcohol Addict, J. A. M. A. 107: 642 (Aug. 29) 1936. 

13. Supplied by Vegex, Inc., New York. 

14, “‘Betabion,” supplied by Merck & Co., Rahway, N. J. 

15. Cowgill; G. R.: The Vitamin B Requirement of Man, New Haven, 
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twenty-second day of this therapy (August 10), at which time 
he weighed 112 pounds (51 Kg.) and was entirely free from 
edema; his blood pressure then was 124/94. There were no 
clinical signs of diminished cardiac reserve. He had no com- 
plaints referable to his gastrointestinal tract, and his appetite 
was excellent. The red blood cell count was now 4,300,000 per 
cubic millimeter, and the hemoglobin content was 15 Gm. per 
hundred cubic centimeters. The serum albumin-globulin ratio 
was 3.3:2.6. An electrocardiogram revealed no deviation of 
the electrical axis. The T wave was low in lead 1, low to 
diphasic in lead 2 and inverted in lead 3. A roentgenogram 
of the heart on August 7 revealed a cardiac shadow whose 
size and shape were within normal limits. At no time during 
his stay in this hospital did the patient show evidence of 
polyneuritis. 

On August 28 the patient was transferred to a state hospital 
for mental disease because of the persistence of memory defects 
and confabulation. The final medical diagnosis was beriberi 
with recovery. 

Case 2.—A white man aged 40 was brought to this hospital 
by ambulance on Aug. 28, 1936. His wife stated that he had 
been a periodic beer drinker all his adult life but began to 
drink whisky heavily and daily in January 1936. In June he 
became weak and tremulous, and pains developed in his legs. 
Because of these symptoms he discontinued drinking whisky, 
reverting to beer, which he drank throughout the day, ingesting 
practically nothing else. For three days before admission he had 
been lying on the floor of his apartment because of inability to 
use his legs. 

When admitted to the medical service of the psychiatric 
division he appeared well developed and nourished but he was 
confused, disoriented and semistuporous. He was not dyspneic, 
orthopneic or cyanotic. There were no dilated veins in the 
neck. 
sacrum. The cardiac apex could not be localized. The sounds 
were of good quality. The aortic second sound was greater 
than the pulmonic second sound. There were no murmurs. 
There was a regular sinus rhythm at a rate of 92 per minute. 
The blood pressure was 126 systolic, 96 diastolic. The liver 
and spleen could not be felt. Neurologically he showed bilateral 
nystagmus and severe peripheral neuritis, as manifested by 
bilateral wrist and foot drops, absence of ankle and knee jerks 
and absence of biceps and triceps jerks. Because of the patient’s 
mental condition the sensory status could not be determined. 
There was, however, marked cutaneous hyperesthesia in all 
extremities and tenderness in the calf muscles, and even in the 
presence of edema atrophy of the calf muscles was noted. 

As the patient appeared to be in a critical condition, a con- 
trol period of bed rest and a diet of borderline adequacy in 
vitamin B: were not instituted. He was immediately given a 
weighed diet rich in vitamins, with a supplement of 18 Gm. of 
vegex and 24 mg. of thiamin chloride by mouth daily. In 
addition, 10 mg. of thiamin chloride was administered daily 
by intravenous injection. This regimen supplied an intake of 
about 37 mg. of thiamin chloride (12,300 international units). 
The vitamin B;/calory ratio was about 80, or approximately 
forty times his predicted maintenance requirement.15 

An electrocardiogram taken on the third day after the 
institution of this therapy showed a diphasic T wave in lead 3. 
The ventricular and the auricular rate were 70. The relations 
of the ventricular systole to the entire cardiac cycle as expressed 
by the constant K of Cheer and Dieuaide1® was 0.4248. A 
teleoroentgenogram of the heart could not be obtained at this 
time, as the patient was too ill. The red blood cell count 
was 4,740,000 per cubic millimeter, with 15.1 Gm. of hemoglobin 
per hundred cubic centimeters. The serum albumin-globulin 
ratio was 3.0:2.2. There was no retention of bromsulphalein 
at the end of thirty minutes. 

The first sign of improvement was disappearance of the wrist 
drop on the seventh day. On the fourteenth day the edema 
had markedly decreased to only slight pitting over each tibia. 
At this time the serum albumin-globulin ratio was 3.6: 3.1; the 
blood pressure was 145/115. The patient was now able to 
move his legs. Coincidentally with this improvement, the patient 





16. Cheer, S. N., and Dieuaide, F. R.: Studies of the Electrical Systole 
(Q-T Interval) of the Heart: Its Duration in Cardiac Failure, J. Clin. 
Investigation 10: 889 (Oct.) 1931. 
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became very restless in bed. With this mild activity a markedly 
labile pulse, dilated and pulsating cervical veins and accen- 
tuated carotid pulsations developed, though at no time was he 
dyspneic or orthopneic at rest. An electrocardiogram taken on 
the twenty-fifth day revealed a diphasic T wave in lead 3, left 
axis deviation and sinus tachycardia at a rate of 125 per 
minute. The constant K was equal to 0.4556. A teleoroent- 
genogram showed minimal enlargement of the cardiac silhouette. 
The venous pressure at this time was 4.5 cm. of water (right 
arm), the circulation time being 6.5 seconds. 

On the thirty-first day the rapid and labile pulse and the 
abnormal cervical pulsations had disappeared, but slight pitting 
edema remained over each tibia. The serum albumin-globulin 
ratio was 3.6:2.8. _Teleoroentgenographic examination now 
revealed that the size and the shape of the heart were within 
normal limits. An electrocardiogram showed an inverted T 
wave in lead 3, left axis deviation and a decrease in the value 
of K to 0.3429. There was a regular sinus rhythm at a rate 
of 100 per minute. 

Because of the persistence of mild peripheral edema the patient 
was now rapidly digitalized. There was. no demonstrable 
change in the degree of edema, no increase of urine output and 
no decrease in weight. The administration of digitalis was 
discontinued at the end of eight days. 

On the thirty-ninth day after the institution of vitamin therapy 
the patient was transferred to a state hospital for mental 
disease because of the persistence of mental symptoms. Traces 
of edema over the lower one third of each tibia were still 
present. The blood pressure was 130/90. Neurologically he 
was much improved. The wrist drop was gone and the biceps 
and triceps jerks had returned, but the knee jerks and ankle 
jerks remained absent. The tenderness in the calf muscles 
and the cutaneous hyperesthesia had disappeared. Because 
of the patient’s mental condition, his sensory status could not 
be more completely determined. The final medical diagnosis 
was beriberi, improved. 

CasE 3.—A white man aged 51 was admitted to this 
hospital on Aug. 21, 1936, because of diarrhea of eight days’ 
duration. For the past month he had drunk at least 1 quart 
(liter) of whisky daily and eaten only about every third day. 
The food intake was limited to soup, stew or a_ sandwich. 
Eight days prior to admission severe nonbloody diarrhea and 
attacks of vomiting had developed; at about the same time 
he had noted swelling and purplish discoloration of the backs 
of his hands and swelling of his hands and feet. He had not 
noted palpitation, orthopnea, dyspnea or precordial pain. 

When admitted, the patient was in no acute distress but 
appeared chronically ill. He was clear mentally. There was 
no stomatitis. The chest was clear. The heart sounds were 
of poor muscular quality, with a booming first sound at the 
apex. There were no murmurs. The rhythm was regular at 
a rate of 100 per minute. The abdomen was normal except for 
a palpable and tender liver four fingerbreadths below the 
costal margin in the midclavicular line. There was a weeping 
ulcerous lesion 2%4 inches (6 cm.) in diameter on the dorsum 
of each hand, surrounded by an area of erythema. Marked 
pitting edema was present over the feet and legs below the 
knees. The signs of peripheral neuritis were tenderness ™ 
the calf muscles, cutaneous hyperesthesia limited to the soles 
of the feet and absence of vibratory sensation in the toes. The 
deep reflexes were intact. The blood pressure was 138/100 
Repeated urinalyses and microscopic examination did not show 
albumin. The serum albumin-globulin ratio was 4.3:2.2. The 
Wassermann reaction of the blood was negative. A teleoroen 
genogram revealed no evidence of cardiac enlargement. An 
electrocardiogram showed a regular sinus rhythm at @ rate 
of 90 per minute, depression of the ST segments im 
1 and 2 and diphasic T waves in all three leads. The 
metabolic rate, determined one week after admission, 
plus 14 per cent. 

Immediately on admission to this service the patient ws 
given a diet inadequate in Goldberger’s pellagra-preventive ™ 
tor and in vitamin B:, supplemented daily by 2 
vitamin-free casein, 20 mg. of ascorbic acid and two tablespoo 
fuls of cod liver oil. Absolute bed rest was instituted. On 
fifth day of this regimen the pellagrous lesions on the ™ 
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were dry and healing and the peripheral edema had disappeared, 
put there was no change in the size of the liver and the 
diarrhea continued. To test the effect of mild activity the 
patient was then allowed out of bed; there was prompt recur- 
rence of edema of the ankles and feet. On the fourteenth day 
of this regimen the diarrhea had ceased and the pellagrous 
lesions had healed, but the edema of the ankles and feet 
remained, as did the enlargement, of the liver. Pains in his 
legs and burning sensations in the soles of the feet now 
developed. An electrocardiogram at this time revealed a 
regular sinus rhythm at a rate of 90 per minute, with occasional 
yentricular premature contractions, a depressed ST segment in 
lead 2, and low T waves in all three leads. ; 

secause of evidences of advancement in the signs of periph- 
eral neuritis and persistence of the edema, use of the Gold- 
berger diet was discontinued after eighteen days, and our 
weighed vitamin B rich diet, supplemented with 18 Gm. of 
yegex claily, was substituted. This regimen supplied 3.2 mg. 
of thiamin chloride (1,065 international units). The vitamin 
B,/ealory ratio was 6.8, which was about four times the 
patient's predicted requirement.!° On the eleventh day of this 
regimen. the edema had disappeared, the liver was palpable 
only on deep inspiration, and the burning of the feet and pains 
in the legs had disappeared. An electrocardiogram revealed 
alow | wave in lead 3 and a regular sinus rhythm at a rate 
of 9) per minute. The blood pressure was 130/90. The patient 
was then discharged to his home, with a medical diagnosis of 
pellagra, cured, and beriberi, cured. 

Case 4—A well developed, obese man, aged 65, was brought 
to the hospital by ambulance at 6 p. m. on Dec. 9, 1937, with 
massive hemoptysis. He was a known alcohol addict with 
several previous admissions to the alcoholic ward of this 
hospital. The present admission was after a_ prolonged 
alcoholic spree, the last three weeks of which he had passed 


in bed, in a boarding house, because of inability to walk. 
During this period he noted dyspnea and the beginning of 
swelling of his extremities and face. While confined to bed 


he ate very little and during the last week nothing whatever. 
During this time he had a daily supply of whisky delivered 
to him. About six or eight hours before admission, while 
smoking a cigaret, he was seized with a spasm of coughing, 
after which he had profuse hemoptysis, which was still present 
on admission. 

When first seen in the hospital he was acutely and seriously 
ill. He was bleeding profusely from his mouth but was not in 
shock. His blood pressure was 160/90. Massive edema involved 
all the extremities, the trunk and the face. There was marked 
edema of the eyelids. He was not orthopneic but was both 
dyspneic and cyanotic on the slightest exertion. There were 
no dilated or pulsating veins in the neck. The carotid pulsations 
were not accentuated. There were many large moist rales 
throughout both lungs, with signs of consolidation over the 
middle lobe of the right lung. The heart sounds were distant, 
with regular sinus tachycardia at a rate of 140 per minute. 
The second aortic sound was louder than the second pulmonic 
sound. There were no murmurs or thrills, the cardiac apex 
could not be localized. The liver edge was palpable 7 cm. 
below the right costal margin in the anterior axillary line. 
The pupils were equal and reacted to light and in accommoda- 
tion, All the tendon reflexes except the ankle jerks were 
intact, and there were no other’ abnormal neurologic signs 
except severe cutaneous hyperesthesia extending over the soles 
of the feet and up the legs to. the midcalf. ee 

The hemoptysis ceased shortly after admission and did not 
recur. On the morning following admission the patient appeared 
dying, with marked dyspnea and cyanosis while at rest but 
without orthopnea. There were numerous coarse rhonchi 
throughout both lungs, obscuring any signs of intrinsic pul- 
monary disease. The blood pressure was 110/100 and remained 
at about this level until the day of death. He was given at 
= time 100 mg. of thiamin chloride by intravenous. injection. 

his was repeated on December 11 and 12. Within the next 
three or four hours he was much more comfortable and was 
ve dyspneic and cyanotic. The next morning (December 11) 

edema of the face had almost entirely disappeared, and there 
Was a marked reduction in the edema over the trunk and 


BERIBERI—JOLLIFFE AND GOODHART 383 


extremities. On December 12 the edema was confined to the 
dependent portions of the back, abdomen and lower extremities. 
He continued to improve, and by December 13 the liver was 
no longer palpable. He was given 20 mg. of thiamin chloride 
by intravenous injection on this day and once daily thereafter. 
Improvement continued until December 16, at which time he 
was dyspneic only on effort and the edema was minimal and 
limited to the lower extremities. Signs of pulmonary congestion 
were less extensive though still present. The following morning 
(December 17) his respirations suddenly increased to 36 per 
minute, with a marked expiratory grunt, and he was moderately 
cyanotic. There were numerous medium moist rales throughout 
both lungs. At about 10 a. m. he presented the picture of 
shock, with a pulse rate of 120 per minute, shallow respirations 
at 40 per minute and a blood pressure of 66/50. There was 
no rigidity or tenderness in the abdomen. In spite of sup- 
portive measures, the patient died at 2 p. m. on December 17. 

Laboratory examinations gave the following results: Analysis 
of three casual specimens of urine and microscopic examination 
showed no albumin. The specific gravity was 1.016, 1.015 and 
1.030. Examination of the blood on the day of admission showed 
red cells 4,460,000 per cubic millimeter, with a hemoglobin 
content of 12.3 Gm. per hundred cubic centimeters. The total 
leukocyte count was 8,800 per cubic millimeter, with a normal 
differential formula. The Wassermann reaction of the blood 
was negative. The blood sugar content was 124 mg. per 
hundred cubic centimeters, the nonprotein nitrogen content 
28 mg., the serum albumin content 3.6 Gm. and the serum 
globulin content 3 Gm. 

A teleoroentgenogram of the heart on December 10 showed 
cardiac enlargement in all diameters. At that time both lung 
fields showed diffuse pulmonary congestion, with a large area 
of consolidation in the midportion of the right lung. The 
roentgenographic examination was repeated on December 15, 
with essentially the same results. 

Electrocardiograms, with the three standard leads, were taken 
on December 11, 13, 14, 15 and 16. All the tracings were 
identical, showing as the only abnormality low voltage QRS 
complexes and T waves in all three leads. These changes may 
have been secondary to the edema. 

Necropsy was performed twenty hours post mortem by 
Dr. Eugene Clark. The body was that of a moderately well 
developed adult white man weighing about 185 pounds (84 Kg.) 
and about 5 feet 10 inches tall (178 cm.). There was a minimal 
degree of pitting edema of both ankles and at the sacrum. 
The heart weighed 440 Gm. There was slight dilatation of the 
left side of the heart but no hypertrophy of any of the chambers. 
The right ventricular wall measured 4 mm. and the left 17 mm. 
in thickness. The coronary ostiums were widely patent, and 
there was no evidence of valvular insufficiency or stenosis. The 
pulmonic ring measured 7 cm., the mitral 9.5 cm. and the aortic 
7 cm. There was slight coronary atherosclerosis. Many sec- 
tions through all portions of the right and left ventricles failed 
to reveal any alteration of the myocardial fibers or interstitial 
stroma. The aorta was inelastic and dilated, measuring 8.5 cm. 
at its widest portion. There was slight atherosclerosis, with 
calcification and ulceration. 

The lungs showed recent pulmonary infarcts, with patchy 
alveolar edema and hemorrhage. The kidneys were equal in 
size and together weighed 340 Gm. The only abnormality was 
congestion. The liver weighed 1,870 Gm. and showed marked 
fatty changes and passive hyperemia. The spleen weighed 
110 Gm. There were congestion, slight arteriolar sclerosis and 
focal capsular fibrosis. The pancreas showed diffuse uniform 
necrosis of all glandular elements, with massive hemorrhagic 
extravasation into the lobules and into the interlobular and 
peripancreatic fat. There was no fat necrosis and no cellular 
reaction. 

The final clinical diagnoses were beriberi, pulmonary con- 
gestion and infarction, and bronchopneumonia. Additional diag- 
noses of importance following autopsy were acute hemorrhagic 
pancreatic necrosis and fatty liver. There was no broncho- 
pneumonia, and there was no positive postmortem evidence by 
which the clinical diagnosis of beriberi could be confirmed. 
However, the absence of any pathologically demonstrable cause 
for circulatory failure is an important factor in confirmation 
of the clinical diagnosis of beriberi. 





COMMENT 


These cases illustrate the cases of alcohol addiction 
observed by us on this service in which there is no 
history or evidence of previous acute or chronic cardio- 
vascular or kidney disease but in which signs and 
symptoms of cardiovascular dysfunction are present. 

The condition in case 1 we believe to have been 
analogous to the acute variety of endemic beriberi 
described in the Orient under the name of “shoshin.” 
This type is described as occurring most frequently in per- 
sons whose neuritic signs are so mild that they are able 
to work or engage in vigorous muscular activity.17 This 
activity is thought to precipitate congestive heart failure, 
often before the neuritis is manifest. In this case the 
intravenous administration of 3,000 cc. of 5 per cent 
dextrose in physiologic solution of sodium chloride was 
probably the precipitating factor. This infusion proba- 
bly played the same part as exercise in increasing the 
work of the heart; in addition it furnished 150 Gm. of 
vitamin-free dextrose to a person whose vitamin B, 
stores were probably exhausted. 

It is of interest, as this patient showed no signs of 
peripheral neuritis, that Birch and Harris ** found that 
the heart rate of a hypovitaminotic rat with symptoms 
of polyneuritic convulsions is generally around 400 per 
minute, while a rat maintained with a diet completely 
devoid of vitamin B, has a much lower heart rate, about 
300 per minute or less, and shows no symptoms of 
polyneuritis. They concluded that “the biochemical 
lesion caused by vitamin B, deficiency seems to affect 
the heart almost immediately and may so cause sudden 
death from heart failure, while its poisoning action on 
the central nervous system proceeds more slowly.” 

Case 2 illustrates beriberi of the mixed type. The 
patient showed severe peripheral neuritis and symptoms 
of cardiovascular dysfunction referable to both the heart 
and the peripheral vessels. We believe that the edema 
was largely of peripheral vascular origin. The relative 
mildness of the cardiac symptoms, the normal venous 
pressure and the total failure to respond by improve- 
ment to digitalization favor this conclusion. The pres- 
ence of marked muscular atrophy associated with loss 
of muscle tonus may have been an additional factor in 
producing and aggravating edema through the produc- 
tion of local venous and lymph stasis. 

The type of cardiovascular disturbance most fre- 
quently seen in this clinic in alcohol addicts with dietary 
deficiencies is illustrated by case 3. When admitted 
this subject presented no signs or symptoms of cardio- 
vascular disability except marked pitting edema of both 
lower extremities of eight days’ duration and an enlarged 
liver. The edema rapidly subsided when bed rest alone 
was maintained and his diet was inadequate in vitamin 
B, and in the pellagra-preventive factor. In the 
majority of such cases the edema disappears and does 
not recur when bed rest is discontinued; in this case, 
however, the edema did recur, only to clear completely 
and permanently after the institution of vitamin B 
therapy. There appears to have been a definite disso- 
ciation between the cutaneous lesions of pellagra and 
the peripheral neuritis. The manifestations of cardio- 
vascular disturbance had a closer relationship to the 
peripheral neuritis than to the cutaneous lesions of 
pellagra. 





17. Inawashiro, R., and Hayasaka, E.: Studies on the Effect of Mus- 


cular Exercise in Beriberi, Tohoku J. Exper. Med. 12:1 (Dec.) 1928. 

18. Birch, T. W., and Harris, L. J.: Bradycardia in Vitamin: Bi 
Deficient Rats and Its Use in’ Vitamin B, Determinations, Biochem. J 
28: 602, 1934. 
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Case 4 presents a clinical picture of beriberi of the 
mixed type very similar to that in case 2. We believe 
that the results of the postmortem examination strongly 
support our clinical diagnosis of circulatory failure due 


to beriberi. Hydropic: degeneration, with separation 
and fragmentation of the muscle fibers of the myo- 
cardium, was not demonstrated. Such a picture, how- 
ever, is not invariably present with beriberi, nor is it 
confined to this disease. Moreover, this patient had 
been treated with large amounts of vitamin B, and had 
shown definite signs of improving circulation for several 
days before death. Under these conditions, changes in 
the myocardium toward normal may have occurred. 
The immediate cause of death is not clear. It may be 
that the general hyperemia of all the viscera, including 
the pancreas, with the associated increased permeability 
of the capillaries and transudation of fluid through the 
vascular walls, was the immediate cause of the acute 
hemorrhagic pancreatic necrosis observed at autopsy. 
If this is true, all the pathologic processes present can 
be included in one disease syndrome, i. e., beriberi. 

It is significant that in our alcohol addicts we see 
all the varieties of cardiovascular disturbances described 
as occurring in patients in the Orient having beriberi. 
That the clinical picture is extremely variable or that 
pure right-sided heart failure is rarely observed is not 
surprising. For the clinical picture to be uniform would 
be more surprising in view of the differences in 
individual size, metabolism, degree of muscular activity, 
fluid intake and degree of deficiency and in the time 
element over which these factors operate. Each of these 
factors is known to play a part in the type of clinical 
picture which develops in the experimental animal. 
When several are operating at the same time, and in 
view of the possibilities for various combinations, one 
would expect a variable clinical picture. 


SUMMARY AND CONCLUSIONS 
Types of cardiovascular dysfunction secondary to 
dietary deficiency are illustrated by four cases reported. 
Cardiovascular disturbances of this nature are seen in 
approximately one third of the alcohol addicts admitted 
to this service who show vitamin B, deficiency in the 
form of peripheral neuritis. The clinical picture pre- 
sented by our patients is comparable to that of endemic 
beriberi in the Orient. The cardiovascular disturbances 
probably represent manifestations of vitamin B, defi- 
ciency, and the clinical picture produced is that of 
beriberi. 
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Proteins anc Amino Acids.—Since 1900 the discovery of 
more suitable analytical methods has demonstrated that proteins 
are composed of at least twenty-two amino acids. The amounts 
and order of combination of these acids vary tremendously i 
proteins of different sources. Indeed, no two proteins afe 
exactly alike. Their inequalities, even when too slight to be 
detected by the most refined chemical technic, are readily brought 
to light by their remarkable specificity in biological reactions. 
This modern concept of protein structure provides a teleological 
explanation for the well known fact that compounds of 
class, before absorption from the alimentary tract, must undergo 
complete disintegration into their ultimate “building StONES: 
Since tissue proteins have their origin in dietary proteims, 
amino acids of the latter must be liberated before they call 
utilized for synthetic purposes. Thus, protein metabolism % 4 
much more complex phenomenon than was originally s 
Instead of being concerned with a single entity, it involves 
functions of each of the amino acids.—Rose, William C.: + 
Physiology of Amino Acid Metabolism, Proc. Inst. 
Chicago 12:98 (April 15) 1938. a 
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THE TREATMENT OF SYPHILITIC 
PRIMARY OPTIC ATROPHY 


JOSEPH EARLE MOORE, M.D. 
ALAN C. WOODS, M.D. 
H. HANFORD HOPKINS, M.D. 
AND. 


LOUISE L. SLOAN, Pu.D. 
BALTIMORE 


In no phase of the pathology or treatment of syphilis 
is there so much disagreement as in primary optic 
atrophy. There is confusion as to the types of neuro- 
syphilis in which primary optic atrophy usually occurs, 
one group believing it always to be associated with 
tabes dorsalis, another insisting on its frequent associa- 
tion with “basilar meningitis” and assigning a different 
prognosis from that of tabetic optic atrophy to the latter 
classification. There is no definite knowledge as to 
the underlying pathologic changes, one group ascribing 
the lesion to the direct action of the spirochete on the 
optic nerve, another to a hypothetic toxin, another to 
nutritional disturbances of the nerve due to vascular 
lesions involving its blood supply, and still another to 
disturbances in the interrelationships of systemic and 
retinal )iood pressure and intra-ocular tension. 

In treatment, one large school of thought holds that, 
while antisyphilitic drugs do no harm, they are useless 
in preventing the development of blindness. Another 
group still feels that even the trivalent arsphenamines 
have a direct toxic action on the optic nerve and that 
their use in primary optic atrophy is absolutely contra- 
indicated. Still another group, convinced that anti- 
syphilitic treatment is harmful, useless or both, has tried 
methods of treatment calculated to influence the blood 
supply of the optic nerves, ranging from such procedures 
as the retrobulbar injection of atropine to carotid 
sympathectomy and cyclodialysis. 

There is general agreement on only two points: 

1. Untreated syphilitic primary optic atrophy always 
involves both eyes. 

2. It always leads eventually to permanent and com- 
plete blindness. 

The literature on the treatment of primary optic 
atrophy is for the most part worthless. There is a large 
number of papers, practically all of which suffer from 
one or all of three fundamental defects: The number of 
cases reported is too small to be significant, patients 
have not been followed for long enough periods of time 
to justify any conclusions as to outcome, or essential 
ophthalmologic and neurologic data which justify the 
diagnosis of syphilitic primary optic atrophy or provide 
details as to its severity before and after treatment 
are lacking. 


THE MATERIAL OF THIS STUDY 


More than ten years ago, the Syphilis Divisior and 
the Department of Ophthalmology of the Johns Hop- 
kins Hospital became interested in the joint cooperative 
study of syphilitic primary optic atrophy. We are 
Teporting the results of treatment in 191 cases. These 
are drawn from a much larger material of some 450 
tases, the majority of which were discarded because of 
lagnostic study too incomplete to insure differentia- 
tion between primary and secondary optic atrophy, or, 
if certainly primary, to insure that syphilis and not 
cette 
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some other condition was the cause, or because of com- 
plicating ophthalmologic features such as extensive 
chorioretinitis, cataract, glaucoma or possible trypars- 
amide or alcohol amblyopia. The 191 cases available 
for study were all personally observed and are indubita- 
ble examples of ophthalmologically uncomplicated 
syphilitic primary optic atrophy. 

In this paper we shall consider only the outcome of 
various forms of treatment in broad general terms; the 
details of this and of various other points will follow 
in a later communication. 


THE COURSE OF UNTREATED OPTIC ATROPHY 

While there is general agreement as to the fact that 
untreated primary optic atrophy inevitably leads to 
permanent and complete blindness, the literature lacks 
definitive statements as to the usual average duration of 
the process from onset of symptoms to blindness. It is 
an old observation that the course of untreated optic 
atrophy is variable and that the interval from onset to 
blindness may range from as little as one month to as 
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The cumulative percentage of blindness in patients with syphilitic optic 
atrophy untreated and those treated by various methods (see text and 
table 2 for methods of deriving curves). The curves are smoothed by hand. 
In view of the relatively small number of cases involved, these curves 
should be interpreted as representing comparative trends rather than abso- 
lute statistical accuracy. 


long as twelve years. Utilizing the life table statistical 
method to estimate the progress of untreated optic 
atrophy in sixty-five of our own patients who received 
no treatment at any time from onset of symptoms to 
our final observations and in sixty-seven others from 
onset to the institution of one or another type of treat- 
ment, we find that blindness may be expected to occur 
in 32 per cent within one year, in more than half within 
two years and in more than 75 per cent within four 
years, and all except the rare patient with unusually 
slow progression is blind by the end of the seventh 
year, as shown in the accompanying chart. 


THE STANDARD OF OUTCOME OF TREATMENT 
For purposes of analysis, blindness in both our 
untreated and our treated patients is defined as central 
visual acuity of 10/200 or less in the better eye. To be 
regarded as successful, any form of treatment must 
delay the development of blindness in a significant pro- 
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portion of cases or prevent it beyond the seventh year 
or, when the atrophic process begins as monocular, 
prevent the onset of atrophy in the uninvolved eye. 


SELECTION OF MATERIAL 
Though patients with optic atrophy cannot be defi- 
nitely separated into groups with rapid and slow pro- 
gression, it is certainly true that in some patients the 
process proceeds toward blindness relatively slowly 
even in the absence of treatment, while in others blind- 
ness supervenes so rapidly that no time is permitted for 


Tas_e 1.—Evaluation of Treatment 








Inadequate routine treatment...........cccceees 30 cases 
Adequate routine treatment..............eeeeees 46 cases 
CAT GHOUIOIEE oo sans on ce cpaavorecassasgneses 41 cases 
RERTRTTE SHOREIIOTES 96.6 45a vc cccsean haa ussxeeereers 26 cases 








the effect of treatment, if any, to become apparent. 
Some of our untreated patients were therefore not 
treated because there was literally no time for treatment. 
Our groups of treated patients, on the contrary, contain 
at least a proportion in whom progress was relatively 
slow and time for treatment was therefore available. In 
this sense an unconscious selection of patients is inevita- 
ble, those with the best original prognosis being chosen 
for treatment, and our comparative results must be 
interpreted in this light. 
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THE DELETERIOUS EFFECTS OF TREATMENT 


Our experience indicates clearly (1) that the trivalent 
arsenical drugs and the heavy metals do not possess 
any direct toxic affinity for the optic nerve (as do the 
pentavalent arsenicals; e.g., tryparsamide) and that 
blindness is not precipitated by standard methods of 
use; (2) that in about 10 per cent of the patients 
treated the subdural method does carry a risk of 
sudden progression of the atrophic process, even to the 
point of blindness ; (3) that if malaria exercises a similar 
deleterious effect (as is reported by several observers 
abroad) this must be an uncommon event, since we 
have not observed an instance in some forty patients 
so far treated.* 

With few exceptions, we have not used tryparsamide 
in the treatment of primary optic atrophy because of 
the previously reported opinion that this drug is con- 
traindicated in the presence of preexisting damage to 
the nerve. 

THE RESULTS OF TREATMENT 

The outcome of treatment is presented as a series of 
curves in the chart, in which the abscissa represents the 
cumulative percentage probability of blindness and the 
ordinate the time of observation in years, dating from 
the onset of symptoms. The statistical method of 
obtaining these curves is briefly explained as follows: 

The observations on the group are converted to terms 
of life experience, of which the unit is one person under 





TapteE 2.—The Cumulative Percentage of Blindness in Untreated Patients with Syphilitic Primary Optic Atrophy 





ae Wy = 
Ix Wx Lx = (1x —**) Bx Qx Px CPx Peay 
Number Withdrew Average Number Per Cent Per Cent Per Cent Per Cent 
Patients from Number Patients Who Who Did Who Did Not Who Became 
at Observation Patients Who Became Became Not Go Go Blind Blind 
Beginning During Observed Blind Blind Blind During During 
Time of Time Time During During During During Periods X1 Periods X1 + 
Year Period Period x... Period x... Period x... Period x... Period x... Period x... X2e+ X... X:+X... 
l X1 132 53 105.5 34 32.2 67.8 67.8 32.2 
2 X2 45 7 41.5 13 31.3 68.7 46.5 53.5 
3 Xs 25 11 19.5 4 36.3 63.7 33.9 66.1 
4 X4 10 1 9.5 3 31.5 68.5 24.2 76.8 
5 Xs 6 1 5.5 2 36.5 63.5 14.7 85.3 
6 x6 3 2 2.0 — — 
7 X7 1 -— 1.0 1 100.0 -- — 100.0 





The derivatives from the primary figures (1x, Wx, Bx) are: 


3) 
Lx = 1x — = Ox = 200 > = Px = 100 — Qx. 


2 Lx 


METHODS OF TREATMENT 

In general, our material is subdivided into six groups, 
as follows: 

1. Sixty-five patients who received no treatment at any time. 

2. Twenty-eight patients who received only inadequate routine 
treatment, arbitrarily defined as less than ten injections of a 
trivalent arsenical and ten injections of a heavy metal or the 
equivalent thereof. 

3. Thirty-four patients who received adequate routine treat- 
ment; i. e., more than ten injections each of an arsenical and 
a heavy metal. 

4. Twenty-eight patients whose treatment was initiated with 
one or more subdural intraspinal or intracisternal injections of 
arsphenaminized serum by the Swift-Ellis technic, this form of 
treatment being either accompanied or followed by routine 
treatment. 

5. Nine patients whose treatment was initiated by induced 
malaria followed by routine treatment. 

6. Twenty-seven patients treated by a combination of two 
or more of these systems. 


From the latter combined group, an appropriate 
statistical device permits the evaluation of individual 
treatment methods in a sufficient number of instances 
to augment the several treatment groups (table 1). 


CPx = Px1 * Px2; Pxa* Pxs, and so on CQx = 100 — CPx. 
observation for one year, or one person-year. The 
procedure to this end, which is an application of the 
familiar principles of life-table construction, is illus- 
trated in table 2, which shows in detail the summation 
of life experience of patients with untreated optic 
atrophy. 

The chart indicates that with inadequate routine 
treatment all patients probably become blind in approxt- 
mately the same time period as when no treatment 1s 
given. With adequate routine treatment, the progress 
toward blindness seems to be appreciably slowed. 
Whereas untreated patients are all blind by the end 
of the seventh year, only 69 per cent of those given 
adequate routine treatment are blind by the ninth yeat. 
If the considerations given here as to selection 
material applied uniformly, that rapid progressors may 
fall in the untreated group and slow progressors 1m 
treated groups, the difference between no treatment at 
adequate routine treatment would probably be msif- 
nificant. A study of individual records suggests, 
ever, that not only may adequate routine treatment det) 

eee 





1. The majority of these malaria treated patients are not included in the 
present study, because of inadequate length of post-treatment . 
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the onset of blindness in a fair proportion of cases but 
also, and particularly if treatment is begun very early, 
it may occasionally arrest the atrophic process entirely. 

There can be no statistical doubt as to the beneficial 
effect of subdural treatment or malaria. In the case 
of subdural treatment, the data indicate that by the 
tenth year only 53 per cent, of patients are blind and 
that if by this time the patient is still not blind the process 
is probably permanently arrested. This satisfactory 
result is observed in spite of the fact that in four of the 
forty-one cases represented in this curve blindness was 
apparently precipitated by treatment. 

With induced malaria the results are apparently even 
better, although the number of cases represented is too 
small for certainty. Within three years 14.6 per cent 
of the patients treated are blind, but thereafter the curve 
is completely flat. 

A study of individual case records confirms the fact 
that the progress of primary optic atrophy may be com- 
pletely arrested by the use of either subdural treatment 
or malaria, more often by the latter. 


THE PREVENTION OF OPTIC ATROPHY IN 
THE UNINVOLVED EYE 

In ten cases in our series, one or another form of 
treatment was begun while the atrophic process was, so 
far as could be determined, wholly unilateral. In seven 
of these ten the uninvolved eye remained perfectly 
normal jor periods ranging from two and one-half to 
ten years. All seven patients were‘treated with sub- 
dural therapy, malaria or both. Two of the three in 
whom y sual failure occurred in the previously unin- 
volved eve received routine treatment only. 


CONCLUSIONS 

1. Untreated primary optic atrophy always becomes 
bilateral and leads to permanent and complete blindness 
in practically every instance within seven years after the 
onset of symptoms. 

2. Inadequate routine antisyphilitic therapy appar- 
ently neither hastens, delays nor prevents the develop- 
ment of blindness. 

3. Adequate routine antisyphilitic therapy seems to 
delay the development of blindness to some extent and 
permanently to arrest the atrophic process in an occa- 
sional case. 

4. Subdural treatment by the Swift-Ellis technic 
brings about permanent arrest of optic atrophy in about 
half the patients adequately treated, though it carries 
arisk of sudden extinguishment of vision in about 10 per 
cent of those treated. The observation periods in 
arrested cases range from two to twenty years. 

>. Malaria therapy brings about permanent arrest of 
optic atrophy even more frequently (in our small 
material, apparently in about 85 per cent) and for 
observation periods ranging from one to nine years. 

6. If treatment is begun while optic atrophy is 
unilateral, involvement of the normal eye may be pre- 
Vented in a high proportion (in our material 70 per 
cent) of cases, 

7. The initial form of treatment for syphilitic-primary 
*ptic atrophy should be induced malaria, because its 
observed results are superior to and it is less dangerous 
to vision than subdural treatment. If visual failure 
cg in spite of malaria, subdural treatment should 
aa, tried. Either of these special forms of treat- 
zr should be followed by intensive and prolonged 
uune antisyphilitic treatment with trivalent arsenical 
"ugs, bismuth compounds and mercury. 
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Picrotoxin, until recently a drug having experimental 
interest only, gained the attention of clinicians as a 
result of the studies of Tatum,’ Maloney,? Koppanyi * 
and others. After these investigators proved experi- 
mentally the remarkable antidotal properties against 
barbiturate poisoning, others were encouraged to use 
it in human beings. A number of cases have been 
reported which seemed to substantiate the animal evi- 
dence. Kline and Whitney* gave a survey of the 
pertinent literature and described another case in which 
69 mg. of picrotoxin was successfully employed in 
combating amytal poisoning. One of us *® has published 
the report of a very severe case of phenobarbital poison- 
ing in which recovery occurred after administration of 
169 mg. of picrotoxin. Four additional cases are here 


reported : 
REPORT OF CASES 


Case 1—History—A white woman aged 36 had recently 
been overworked and nervous. Her physician had prescribed 
phenobarbital for occasional epileptic fits. On the evening of 
Jan. 1, 1938, she told her husband that she had taken “sleeping 
powders” with suicidal intent. A physician was called several 
hours later, who gave her an injection of apomorphine, which 
caused vomiting. She became worse, however, and was admitted 
to the Michael Reese Hospital at 3 p. m. January 2. 

Examination.—On admission the patient was comatose, cya- 
notic and breathing stertorously; the temperature was 98.6 F., 
the pulse rate 132, the respiratory rate 26, and the blood pressure 
120 systolic, 75 diastolic. The pupils were of normal size and 
reacted to light. Physical examination was essentially negative 
except for the absence of all deep tendon reflexes. The tenta- 
tive diagnosis was barbiturate poisoning. 

Course.—Within the next nine hours 2,500 cc. of 10 per cent 
dextrose in saline solution was given intravenously. During 
the night a total of 19 grains (1.2 Gm.) of caffeine with sodium 
benzoate, 13.5 cc. of coramine (25 per cent solution of pyridine 
betacarbonic acid diethylamide) subcutaneously, one-tenth grain 
(0.006 Gm.) of strychnine and 4459 grain (0.0004 Gm.) of 
atropine were given. In spite of this the coma deepened and the 
blood pressure sank to 70 systolic, 45 diastolic; the pulse became 
very fast and thready. The temperature rose to 102.4 F. 

January 3, the general condition became rapidly worse; coarse 
rales and signs of pulmonary edema developed and cyanosis 
increased. The blood pressure at noon was 90/60. The gag 
and corneal reflexes disappeared. A marked hippus and 
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nystagmus developed; there was no response to painful stimuli 
and a catheterized specimen of urine was analyzed for bar- 
biturates. Spinal puncture revealed a clear fluid under normal 
pressure. Administration of picrotoxin was started. The 
course and treatment for this day are summarized in the 
accompanying table. 

January 4, picrotoxin treatment was continued during the 
night, 72 mg. more being given until 8 a. m., 30 mg. intra- 
muscularly. The general condition was markedly improved. 
The blood pressure was 118 systolic, 70 diastolic, temperature 
102.2 F., pulse rate 132. Only slight cyanosis was present. The 
pulmonary edema had disappeared but subcrepitant rales were 
heard in the lower lobe of the right lung. The patient moved 
and moaned continually. A pulmonary edema which recurred 
in the late afternoon was successfully combated with two injec- 
tions of 0.45 mg. of strophanthin and 1 cc. of surgical solution 
of posterior pituitary. 

January 5, picrotoxin was continued during the night by 
intramuscular injection, the total being brought up to 280 mg. 


Summary of Course and Treatment January 3 in Case 1 








Time Response of 

P. MM. Medication Route Indication Patient 

1:00 0.5 mg. k-stro- Intra- Failing Decrease of pulse rate; 
phanthin in venous circulation blood pressure up 


50% dextrose 


1:00 45 mg. picro- Intra- Coma At 1:30 moaning and 
to toxin in divided venous light twitching of eye- 
1:30 doses of 9-15 mg. lids; corneal and gag 


reflex returned; blood 
pressure 110/70 


at 10 minute 
intervals 


1:30 Oxygen-carbon Nasal Cyanosis, Color improved; 
dioxide, 6inhala- catheter depressed deeper breathing; 
tions every 30 mask respiration; airway free 


minutes; suction accumula- 


to pharynx tion of 
mucus 
1:30 lec. of solution Subeu- Pulmonary Fewer rales 
and of posterior taneous edema 
2:(0 pituitary 
2:00 So far 78 mg. of 
picrotoxin 
C208: . .kvidvatiegesasis’:. “eoviesinn cseiraos Rigor and spastie 
movementof head and 
arms developed; respi- 
ration stopped for 
short time; complete 
relaxation within 40-50 
seconds; gag and cor- 
neal reflex negative; 
condition poorer 
2:30 Pierotoxin eee « Lsanaeoney Gag and corneal re- 
resumed venous flexes returned; coma 
lighter; patient 
moaned and moved 
6:00 0.35 mg. of a Teas Pulmonary edema 
strophanthin venous subsided 


12:00 264 mg. of picrotoxin 
given altogether 





The circulation was more satisfactory than at any time since 
admission. The temperature was 102.5 F.; blood pressure 
118 systolic, 70 diastolic. Signs of bronchopneumonia were 
developing in the right lower lobe. The patient was incontinent 
of urine, very restless and active. At noon 0.4 mg. of strophan- 
thin and 100 mg. of ascorbic acid were given intravenously. 
Picrotoxin was injected intravenously and intramuscularly in 
doses of from 6 to 12 mg., depending on the state of the patient, 
with the aim of keeping her moving and slowly decreasing the 
degree of depression. A Levine tube was passed through the 
nose and feeding was begun. 

January 6 the patient responded definitely to pain stimuli, and 
the patella reflexes returned. The blood pressure was 125 
systolic, 65 diastolic, the temperature 102.0 F., and the condition 
of the lungs unchanged. Parenteral administration of fluid was 
discontinued and food and ascorbic acid were administered by 
the Levine tube. In the forenoon 0.25 mg. of strophanthin was 
given. Picrotoxin therapy was continued, which brought the 
total up to 653 mg. at 6 p. m. 

January 7, picrotoxin treatment was restricted to intramus- 
cular injections of 6 mg. at approximately two hour intervals 
during the night. At 9 a. m. 6 mg. was injected intra- 
yenously, after which the patient responded for the first time 
with slurring speech to a question by her husband. At 12 
o'clock noon the last injection of picrotoxin was given, making 
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a total of 671 mg. within the period of four days. The mental 
condition of the patient improved rapidly and she was fairly 
normal in the late afternoon after seven days of coma. The 
condition of the lungs remained unchanged. The temperature 
at 6 p. m. was 104 F, and the blood pressure 140 systolic, 80 
diastolic. 

January 8, the patient was rational. The white count was 
10,000, hemoglobin content 50 per cent, urinalysis negative, 
blood sugar 103 mg. per hundred cubic centimeters, nonprotein 
nitrogen 38 mg., blood chlorides 556 mg., cholesterol 188 mg, 
icteric index 5. The patient received 230 cc. of citrated blood 
intravenously. 

January 9 the general condition was good. There were still 
rales in the right lung, especially in the anterior part. The 
Levine tube was removed. 

From January 10 to 15 the condition of the lung showed signs 
of improvement. The temperature dropped gradually to 99 F, 
Coughing persisted. The patient would not talk voluntarily 
about the real reason for her hospitalization but had a fairly 
accurate conception of the duration of her unconsciousness, 

Further Course —The temperature rose slowly again the next 
few days. Physical examination revealed only a slight dulness 
over the right lung, but normal breathing and no rales. X-ray 
examination showed the presence of a lung abscess the size 
of a small orange in the right upper lobe. The temperature 
remained around 100 F. At the same time the patient suffered 
much from pain, paresthesia and paresis beginning in the right 
shoulder and involving the whole arm. January 25 the patient 
was discharged at her own request with a temperature of 1006 
F., moderate coughing and neuritis of the right arm, which, 
however, was already subsiding. Her mental condition was 
excellent. She was treated at home with a preparation of 
guaiacol. The temperature fell rapidly and a later roentgeno- 
gram showed the lung abscess to be in a state of resorption. 

The patient refused obstinately to talk about the whole 
incident. While Ekkes’ test for barbiturates was positive in 
the second specimen of urine, it was not possible to perform 
the isolation of the barbiturate. Her husband was unable to 
give helpful information concerning the dose, and other inves- 
tigations in this line were unsuccessful. However, it appears 
certain that the patient had a large supply of phenobarbital at 
her disposal. 

Case 2.—A white woman aged 63 had taken an unknown 
amount of barbital on July 6, 1937. She was found in deep 
coma the next morning and was treated in her home unsuc- 
cessfully with various stimulants, intravenous dextrose and 
digitalis. The coma deepened; the blood pressure fell to 10 
systolic and 60 diastolic in the afternoon. The respiration 
became stertorous, and cyanosis of the face and hands developed. 
When first seen at 11 p. m. there was a marked and progressive 
pulmonary edema present. All other reflexes were abolished. 
Picrotoxin treatment was started in fractional doses of from 
6 to 12 mg. intravenously until 1 a. m., up to which time 
60 mg. was given without lightening the depression or produc- 
ing symptoms of spinal excitation. The patient died from 
circulatory failure at 3 a. m. Barbiturate was present in the 
urine. 

Case 3.—A white woman aged 23 was in deep coma 
admission to the Mount Sinai Hospital at 5 p. m., February 
14, 1938. According to information given by friends, she had 
taken 20 grains (1.3 Gm.) of acetylsalicylic acid, one-f 
grain (0.015 Gm.) of codeine and 5 grains of antipyrine for 
the relief of severe headache several hours before admission; 
several capsules of pentobarbital sodium (nembutal) were 
in her purse. 

The pupils were equal, small and reacted to light; the 
pharyngeal reflex was weak and there was no reaction 0 
painful stimuli. The heart and lungs were normal. 
pressure was 130 systolic, 90 diastolic, pulse rate 80, respiratory 
rate 12, temperature 102.8 F. j 

The patient’s stomach was washed. She received 50 ct of 
50 per cent dextrose solution intravenously and several injec 
tions of stimulants such as ephedrine, strychnine and coramint 
There was a rapid but only transient response following this 
medication, Soon the respiratory rate fell from 8 to ¥ 
minute and the patient was put in a Drinker respiratot: — 
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10:15 in the evening she was given 6 mg. of picrotoxin intra- 
yenously, following which the respiration rate went up to 12 per 
minute. Ten minutes later 12 mg. of picrotoxin was given 
intravenously and the patient responded slightly to painful 
stimuli. The respiratory rate increased to 16. She was then 
removed from the respirator. At 10:05 another dose of 3 mg. 
intravenously was given, after which jerky movements of the 
head and shoulders appeared; but no convulsions. At 1 a. m. 
she responded verbally and the temperature went down to 
99.6 F.; the respiratory rate was 16. The jerky movements 
subsided about 1:30 and the patient was completely rational 
in the morning. She admitted taking pentobarbital sodium 
but refused to give the amount. 


Case 4.—History—A white man aged 30 was brought to the 
Cook County Hospital March 3, 1938, at 6:30 a. m. in deep 
coma, in which state he was found in a hotel room. The 
temperature on admission was 98 F., pulse rate 78, blood pres- 
sure 130 systolic, 90 diastolic, respiration 20 and stertorous. 


The pupils reacted only sluggishly to light. The heart, lungs 
and the abdomen were essentially normal. All deep reflexes 
were diminished. A gastric lavage was performed and 1,000 
cc. of saline solution was given by rectal drip. Caffeine with 


sodium benzoate 10 grains (0.6 Gm.) was given every four 
hours. Strychnine Yo grain (0.002 Gm.) was given once. No 
improvement was noted. At 12:30 p. m. picrotoxin treatment 
was started. Five intravenous injections of from 3 to 9 mg. 
were given at intervals of from ten to twenty minutes until 
1:47. The patient responded with increasing reaction to painful 
stimuli and finally showed aimless movements, especially of the 
arms. ‘{he treatment was continued, chiefly by intramuscular 
injection. The intervals between injections were increased up 
to two hours during the night. The single dose was from 
6 to 9 mg. In addition the patient received twice Yoo grain 
(0.0006 Gm.) of atropine, 60 cc. of 25 per cent dextrose intra- 
venously and 1,000 cc. of dextrose-saline solution subcutaneously. 
Following the intravenous injection of 6 mg. of picrotoxin at 
6:30 the patient opened his eyes and coughed; the whole con- 
dition was improved. 

March 4, 6 mg. of picrotoxin every second hour was given 


‘intramuscularly during the night, making a total of 156 mg., 54 


mg. of which was injected intravenously. Since the patient was 
still very drowsy, intravenous injection was resorted to in doses 
of 3 mg. every ten minutes. This caused a progressive decrease 
of the depression. The patient performed more voluntary 
movements and began to respond to questions. A nasal tube 
was introduced and feeding begun. The temperature was 
102.5 F.; the lungs were clear. Since twitching movements of 
the head and arms occurred occasionally, picrotoxin was given 
only at thirty minute intervals in doses of 6 mg. In the after- 
noon the patient showed purposeful movements and asked for 
cigarets. Picrotoxin was discontinued at 3:40 p. m. Since 
8a. m. 75 mg. had been given, bringing the total dose to 228 mg. 
within twenty-seven hours. 

Further Course—The temperature dropped to normal the 
next day. The patient was completely rational and appeared 
well. He admitted attempting suicide by taking 100 grains 
(6.5 Gm.) of barbital and 10 grains (0.6 Gm.) of pentobarbital 
sodium the night before he was brought to the hospital. 


COMMENT 


It is well known that the prognosis of barbiturate 
Poisoning is uncertain; none of the various symptoms 
give a definite clue. However, the clinical picture as a 
Whole, the condition of the circulation and especially 
of the lungs, allows cases to be classified according to 
their seriousness. All our patients had a high tempera- 
ture even when no impairment of the lutig” Gould be 
found. The fever subsided promptly with recovery 
from the depression. The exact amount of the bar- 
biturate taken can be determined only in the minority 
of cases, and while it is statistically important it has 
= a limited value for the prognosis in the specific 

je 6 
‘ase. Gillespie showed that deaths may rarely follow 


“Lost, Gillespie, R. D.: On the Alleged Dangers of the Barbiturates 
Vaneet 1: 337’ (Feb. 17) 1934.) . 
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doses of from 5 to 20 grains (0.3 to 1.3 Gm.) of 
barbital or 15 grains (1 Gm.) of phenobarbital. With 
these doses death must be attributed to idiosyncrasies, 
but he also collected reports of a number of cases in 
which from 40 to 70 grains (2.6 to 4.5 Gm.) of these 
two drugs (a dose which is not generally fatal) pro- 
duced death. On the other hand Tainter* reported 
recovery after 18 Gm. of barbital had been taken with- 
out the use of very strong antidotes. Gastric lavage, 
which is generally performed, makes it even more 
difficult to judge the dose that became effective in the 
patient. 

Bronchopneumonia, atelectasis, stasis, pulmonary 
edema and abscess of the lung are the most serious com- 
plications of the respiratory tract following barbiturate 
poisoning. Jacobi* has shown that toxic doses of 
barbital directly damage the capillaries, and there is 
good evidence that the bronchopneumonia is due partly 
to this action. This might hold partly also for the early 
occurrence of pulmonary edema, as we observed it in 
case 1. Unlike barbital and phenobarbital, the pento- 
barbital sodium in case 3 produced a dangerous respira- 
tory depression which necessitated artificial respiration. 

We believe that our cases give evidence for the 
effectiveness of picrotoxin in combating the cerebral and 
medullary depression. Though a variety of other 
stimulants were given earlier in the treatment of these 
cases, the effect was absent or transient. The action of 
such stimulants in every case had subsided by the time 
picrotoxin was weil under way. Thus it was possible 
to observe clearly the effect of picrotoxin. We found 
it most satisfactory to inject picrotoxin intravenously in 
fractional doses, the size and interval depending on the 
degree of depression and the response of the patient. 
In serious cases due to long acting barbiturates it would 
hardly be possible to produce prompt and permanent 
awakening by a single dose or even by several closely 
grouped large doses. Overdosage leads only to over- 
stimulation of the spinal cord without restoring the con- 
trol of the brain. An attack of convulsions is followed 
by an increased depression, as shown by case 1. We 
are therefore satisfied to produce as rapidly as is safe 
a decrease of the coma and to push stimulation to the 
point of spontaneous movements. This combats cir- 
culatory stasis, prevents aspiration and decreases the 
danger of complications in the lung. Until this stage 
is reached, intravenous administration is indicated; 
intramuscular injection can then be used to sustain the 
effect. Even when injected intravenously, picrotoxin 
has a latent period of several minutes. By rendering 
the full effect of a single dose promptly visible, intra- 
venous fractional injections allow the best control of 
doses. We believe that our cases not only contribute 
to the proof of the efficiency of picrotoxin but also give 
evidence of its therapeutic range. To our knowledge, 
the amount used in case 1 is by far the greatest that 
has ever been successfully employed. 

It has been proved ® in rabbits that even a hypnotic 
dose of pentobarbital sodium (35 mg. per kilogram) 
protects against about five times the lethal dose of 
picrotoxin. Higher amounts of barbiturate detoxify 
even larger doses of picrotoxin. Therefore, should an 
accidental overdose of picrotoxin result in convulsions 
which do not subside within one or two minutes, a 





7. Chang, P. K., and Tainter, M. L.: An Unusual Case of Barbital 
Poisoning with Recovery, J. A. M. A. 106: 1386 (April 18) 1936. 

8. Jacobi, C., and Roemer, C., quoted in Handbuch der experimentellen 
Pharmakologie 1: 442, 1923. 

9. Kohn, Richard: A Quantitative Study of the Toxicity and 
Efficiency of Picrotoxin, J. Am. Pharm. A., April .1938. 
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slow intravenous injection of a suitable barbiturate (for 
instance, pentobarbital sodium, amytal, evipal or pen- 
tothal [a thiobarbiturate preparation of Abbott Labora- 
tories]) will control them immediately. Such a 
barbiturate should always be on hand when picrotoxin 
is administered. However, we have so far not been 
forced to resort to it. 

Physical examination and blood chemistry, as per- 
formed in case 1 and also in the case previously 
reported,’ failed to reveal any pathologic changes, thus 
giving evidence for the fact that picrotoxin, even in 
very high doses, does not seem to produce deleterious 
effects on the metabolism. 

While picrotoxin combats the drop of blood pressure 
caused by toxic doses of barbiturates, the condition of 
the circulation may require special treatment, as out- 
lined in case 1. Other supportive measures, as admin- 
istration of dextrose and fluid, are a valuable help in the 
treatment. 

SUMMARY 

Of four patients with barbituric poisoning treated 
with picrotoxin, one died and three recovered. One 
patient recovered after receiving 671 mg. of picrotoxin. 





THE MENOPAUSAL SYNDROME 


ONE THOUSAND CONSECUTIVE PATIENTS 
TREATED WITH ESTROGEN 
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Up to a few years ago the medical profession had 
little to offer the woman suffering from the menopausal 
syndrome. Treatment consisted chiefly of sedatives 
and psychotherapy. Discovery of the estrogenic hor- 
mone of the ovary and, more recently, the commercial 
production of more potent preparations of estrogen are 
radically changing the physician’s point of view. Kauf- 
mann? has recently stated that therapeutic resources 


TaBLE 1—Miscellaneous Data in 1,000 Cases 











Number 
of Cases 
Maturahl MOS GRUIG 65s vcs eccee cscs citevecess 841 
Menstruation 
BIMOBOLTMOD . 0.0000 cccccecccceesenecssvesese 428 50.8 per cent 
REE ins vinci vensvsveus toewends On ees rons 170 20.2 per cent 
I ik 6 wh okey oko s 0S cone beRorn Four ees 201 23.9 per cent 
PO incs's i ss cnetcteci iene yencinsctos 121 14.3 per cent 
ee rere eT eee Ter eer 69 8.0 per cent 
rE errr Tere rr ere Ter TT reer 45 5.3 per cent 
Average age at onset of symptoms......... 40.8 years 
Average age at onset of amenorrhea........ 44.4 years 
Average duration of symptoms............. 37.2 months 
Pye GO rer ere 159 
Surgical castration............ 46 
Average age at castration 32.5 years 
Average time before onset of symptoms.. 7.2 months 
ye PTT ee 37 
Average age at irradiation................ 34.6 years 
Average time before onset of symptoms.. 7.3 months 
Hysterectomy and intra-uterine radium.... 76 


Average age at operation or irradiation.. 
Average onset of symptoms.............+. 





in this field have been improved during the past few 
years to a degree which a short time ago would have 
been considered impossible. 

In all, I have observed 1,000 patients in a period of 
six years. To insure uniformity of interpretation of 
results of treatment I compiled all the histories and 
myself observed all the patients. The series includes 





From the Brainerd Clinic. 
1. Kaufmann, C.: Clinical Uses of the Female Sex Hormone, J. Obst. 
& Gynaec., Brit. Emp. 44: 310 (April) 1937. 
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841 cases of natural menopause and 159 cases of 
artificial menopause. The data on this series are given 


in table 1. 
INCIDENCE 


It is difficult to estimate the number of women who 
have distressing symptoms at the climacteric. Pre- 
vious to the use of estrogenic preparations few women 
presented themselves for treatment, and in consequence 
few statistical studies were made. In a series ? of 1,000 
women in England who had passed through the meno- 
pause, only 15.8 per cent stated that they had passed 
through the climacteric without symptoms. Ten per 
cent of the same group stated that they were incapaci- 
tated by the symptoms. From personal observation 
it would seem that at least 75 per cent of women suffer 
from distressing symptoms at the climacteric. 


ETIOLOGIC FACTORS 


The precise mechanism by which symptoms are pro- 
duced is not fully known. There is a natural decline 
in ovarian function at the menopausal age, and a decline 
in ovarian function is followed by a hyperfunction of 
certain factors of the anterior lobe of the pituitary. 
The adrenals are overstimulated by the adrenotropic 
factor and the thyroid by the thyreotropic factor, and 
the other glands in the chain are also affected. This 
disharmony causes a hormone imbalance with a result- 
ing effect on the autonomic nervous system.* Hannon * 
was the first to demonstrate that patients at the meno- 
pause are very sensitive to epinephrine and_ that 
“flushes” can be provoked by the injection of small 
doses subcutaneously. In fact, periodic increased pro- 
duction of epinephrine seems to explain many of the 
neurocirculatory symptoms of the syndrome. 

There seems to be little doubt that there is a reciprocal 
action between the ovaries and the anterior hypophysis. 
Estrogen, at certain levels of concentration, inhibits 
the function of the anterior lobe.’ The gonads, there- 
fore, are a very important part of the chain, and when 
their influence is markedly diminished definite changes 
may be expected. The administration of estrogen aids 
in improving the hormone imbalance of the climacteric, 
probably by inhibiting certain factors of the. anterior 
lobe of the pituitary. 

SYMPTOMS 


Cessation of menstruation is but one symptom of a 
large clinical syndrome. The subjective symptoms 
(table 2) may appear years before the amenorrhea 
may persist into old age. In 74.3 per cent of the 
patients with natural menopause, the symptoms appeared 
months previous to the amenorrhea. However, in 4 
small group (5.2 per cent) the symptoms were delayed 
from five to twelve years after the cessation of mem 
struation. 

Neurotic individuals usually have a more severe 
menopausal syndrome. There was a_ tendency for 
symptoms to be more severe in those women who | 
borne children, while miscarriages seem to have li 
influence. Patients with previous dysmenorrhea 0 
had a more severe syndrome. Concomitant diseases 
may greatly influence the severity of the symptoms 
This—is especially true of hyperthyroidism and hype™ 


tension. 
—rEeEE———— 


2. Council of the Medical Women’s Federation: An Investigation 
the Menopause in One Thousand Women, Lancet 1: 106 (Jan. 14) 

3. Werner, A. A.: Symptoms Accompanying Ovarian Hypo ' 
Study of 136 Cases, J. Missouri M. A. 28: 363 (Aug.) 1931. Bailliere, 

4. Hannon, J. H.: The Flushings of the Menopause, London, 
Tindall & Co., 1927. a ju 

5. Meyer, R. K.; Leonard, S. L.; Hisaw, F. L., and Martin, 
Effect of Estrin on Gonad Stimulating Power of the Hypophysi,, 
Soc. Exper. Biol. & Med. 27: 702 (April) 1930. 
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The nervous, vascular, glandular, digestive and 
reproductive systems of the body are frequently dis- 
turbed. Though it is possible that too many symptoms 
are wrongly attributed to the menopausal syndrome, the 
consistent appearance of certain symptoms in a large 
percentage of patients and their disappearance after 
the administration of estrogen would seem to link them 
directly or indirectly with the climacteric. As Sevring- 
haus ° has stated, “the manifestations of the menopause 
are so varied in type that one is tempted to attribute 
to the climacteric any complaint, without obvious cause, 
which is made by a woman in the fifth or sixth decades.” 


TasLE 2.—Syndrome Accompanying 1,000 Cases 





———__—_ 





——— 


Order of Frequency of Symptoms Per Cent 
S APYOUSTIERE, PINUS 5 pod so 86 hcude Haddon etieansasscecaseacennes 98.0 
emeaiatrul al GQimeOORisa os cc <5 eke dics cdedouieb occccadespectatioues 95.5 
SIGHS AIG GN Ranbe iss aie dsc be kvelace's does CObdedeseceneeiebehwes 95.2 
memaetta bilICS 5.1 ..ckanas aber i oeebia ka uta (CRRA R REN CORON 88.4 
E Patiga bility ANd MMAUES ss. occ cccsccccccccnstecccvccoeecaccesses 88.0 
MePeoression MUA CEFUIB cee isis cccccccstensnckevesssnceganecsseee 81.6 
Rese DIU Yc... sens nietaw acne es ss sae caesh. deme eden secakweneuab ames 79.2 
an) CISC S Cnwcnlbcsrs canGOCrGenes taccantshecanscaenscousees 72.3 
9, Tachycardia, palpitation and dyspnea............cceeeveescceees 71.3 
tiT(), SCQMMMIINA oJ J6hss cas’ anbexadaheseesehekeeeahacnwi mane 63.3 
11, Decreased memory and concentration..............ccecececeseees 63.0 
LO CHOR, 5 civnicy HcRRS 0 SANS 3 a Rb eB ee bee epawens dda cn te bape eoneawes 62.2 
BOIL Y .. :0.0:dcnad REND Aeneas sae es eee eee ea nikes cabnnhenabenen 47.8 
SDNCSS QI GI Soh cvs sascdevaucetssanpeccasbecceesaeneeun 44.7 
Seen COCET VERE MME as bia'o bb sie. con's segh cadedevscameeemnceesuen 40.3 
ME TEAC RNC IRE Mls ocnk cos vecaceordadstesdenactvececaeeene 38.5 
GI Ve 6 WONNIIES ou aG.ohics-se ous sacecawect toned deweeieceew neces a 32.0 
MEIC A tIOMk. i.cdavdbenseweerddes cen seco ecded han hele bevnnees tend 30.7 





DIAGNOSIS 

Diagnosis is made by the ‘subjective symptoms and 
the objective signs. Hormone studies of the blood and 
urine are, as yet, impracticable for general use. 

The vaginal smear method as described by Papani- 
colaou and Shorr? is valuable in differentiating the 
menopausal syndrome from other conditions and as an 
objective guide for therapy. 


THERAPY 

Few will deny that estrogen is almost specific for 
the majority of the symptoms of the menopausal syn- 
drome. The method of administration and the dosage 
are the points on which investigators may not agree. 

Five hundred and ten patients were treated with 
estrogenic preparations by hypodermic injection. The 
majority received the higher concentrations in oil, from 
10,000 to 50,000 international units per cubic centimeter. 
After considerable trial with various doses it was 
found that 10,000 international tnits every three or 
four days, for about twelve injections, is the average 
amount necessary to control symptoms. A number of 
Patients responded to smaller amounts while others 
required 50,000 international units for from twelve to 
sixteen injections, 

Two hundred and ten patients of the series were 
treated with oral preparations alone. The dosage 
ranged from 180 estrogenic day units (Collip), 100 
active biologic units to 6,000 international units daily 
for a period of from fifteen to sixty days before the 
majority of subjective symptoms were relieved. 
hye third group, 280 patients, was given a combination 
* oral and hypodermic therapy, 10,000 international 





aie Sevringhaus, E. L.: Medical Aspects of the Diagnosis and Treat- 
a ¢ Menopause, Journal-Lancet 52: 405 (July 1) 1932. 

Revealed by (oo G. N.: The Sexual Cycle in the Human Female as 

Papanicolac, aginal Smears, Am. J. Anat. (supp.) 52: 519 (May) 1933. 

Hormone ia Ad My and Shorr, Savbea an of bap ten yg 

enopause, as Indicate aginal Smears, Am. J. 

» & Gynec. 31: 806 (May) 1936. es : 
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units of estrogen in oil by hypodermic injection every 


third or fourth day, and estrogen orally two or three 
times a day until symptoms were relieved. 

All methods of administration produced good results. 
Patients with the menopausal syndrome are usually 
relieved when adequate amounts of estrogen are given, 
no matter what the route. 

The combined therapy of hypodermic injections of 
the larger doses in oil every third day and the oral 
administration two or three times a day would seem 
to be the method of choice at the present time. When 
oral preparations are cheaper, oral therapy will probably 
be the method of choice in the majority of cases. 

Vaginal smears at intervals of from ten days to two 
weeks furnish a simple objective guide for therapy and 
regulation of dosage. It is not always necessary to 
administer sufficient amounts of estrogen to restore the 
vaginal smear to the full follicular phase (leukopenia 
and flat enlarged cells, largely cornified, with pyknotic 
nuclei) to obtain relief from symptoms. Many patients 
obtain relief from the neurocirculatory symptoms when 
the smear shows the “grouped stage.” The smaller 
doses will seldom cause a marked change in the vaginal 
smears and, though the symptoms are more or less 
relieved, patients usually obtain more complete relief 
when sufficient amounts of estrogen are given to change 
the smears to the follicular phase. 

As soon as symptoms have been controlled the dose 
is gradually reduced and the patient is placed on main- 
tenance doses of estrogen by mouth. Hypodermic 
injection has no place in maintaining the patient’s well 
being in the majority of instances. The maintenance 
dose, which is usually about one-fourth the amount 
required to produce the initial effect, must be con- 
tinued as long as is necessary, which may mean, in point 
of time, somewhere from six months to as many years. 

Patients with artificial menopause usually have a 
more violent syndrome and require larger doses, fre- 
quently double the amount for control and maintenance. 

Prophylactic administration of estrogen following 
castration (surgical or x-ray), hysterectomy or intra- 
uterine radium is advisable. The consequence of sud- 
den glandular imbalance that so frequently follows these 
procedures is mitigated.* 

If the patient is subjected to emotional shocks or 
undertakes increased activities, larger doses may be 
necessary for a time. The reappearance of symptoms 
after a patient has remained symptom free for some 
time indicates the necessity for resumption of medica- 


‘tion. 


The 25 gage, three-fourths inch needle has been 
adopted for the injection of estrogenic preparations in 
oil. Slightly longer needles may be necessary for obese 
patients. The buttocks or deltoid muscles are suitable 
sites for injection, the latter being most desirable. Care 
must be taken to inject the solution intramuscularly. 
Though the use of the smaller needle makes it slightly 
more inconvenient to withdraw the oil solution into the 
syringe, the tendency to leakage is avoided and the 
injection is less painful. 

The use of standardized preparations cannot. be too 
strongly emphasized. It has been shown ® that desic- 
cated ovarian products, so-called ovarian extracts, con- 
tain too small quantities of estrogenic substances to be 
of value clinically. Forty-one patients were given oral 





8. Mazer, Charles, and Israel, S. L.: The Symptoms and Treatment 
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“ovarian extracts,” as many as twelve tablets a day, 
for sixty days. Only two of these patients noted any 
benefit. The entire group was then given standardized 
estrogenic preparations orally and all but one responded 
with alleviation of the majority of symptoms. Thirteen 
of these patients were then given “ovarian extracts” 
again, and a return of symptoms followed in all cases 
within a period of six weeks. The patients were not 
aware of the type of preparations they were taking. 

The value of desiccated thyroid in the menopausal 
syndrome has been greatly overestimated. Desiccated 
thyroid seems to be of value only when the basal 
metabolic rate is below normal. 

There is no question that psychotherapy and sedatives 
are of some value in the treatment of the menopausal 
syndrome. However, their value has been too highly 
regarded. Few patients in the series were given 
psychotherapy and less than 10 per cent of the women 
were given sedatives. The limited value of psycho- 
therapy and sedatives is demonstrated when the estrogen 
is discontinued. 

Insufficient therapy is often worse than no therapy 
at all.'° These patients are emotionally unstable, 
become easily discouraged and, if they do not receive 
benefit from the initial therapy, are most difficult to 
convince subsequently. 

PREPARATIONS USED 

The oral preparations used in the series were estradiol 
(progynon DH), estriol (theelol), estrone (amniotin) 
and emmenin. The hypodermic preparations were 
estradiol benzoate (progynon B), and estrone (amniotin, 


estrolin and theelin). 
RESULTS 


The results in 1,000 consecutive cases show that 
691 patients, or 69.1 per cent, were relieved of the 
majority of all symptoms; 149, or 14.9 per cent, were 
improved; 109, or 10.9 per cent, were doubtful, and 
fifty-one, or 5.1 per cent, obtained no relief. Results 
were evaluated by the disappearance of symptoms and 
by change in the vaginal smears. 

Patients were not included in the “improved group” 
unless the majority of nervous and circulatory symptoms 
had been relieved. The doubtful group includes patients 
who were given oral therapy and did not return, patients 
who were not followed for a sufficient length of time 
and those with questionable improvement. 

The relief of symptoms is usually gradual. Flushes 
and chills, excitability, irritability, depression and cry- 
ing, palpitation and insomnia usually disappeared after 
the seventh or eighth injection of 10,000 international 
units of estrogen in oil or after from two to three 
weeks of adequate oral treatment. Sweating, fatigue, 
lassitude and headaches responded after further admin- 
istration of estrogenic preparations. Occipitocervical 
aching, a symptom complained of by 403. patients, 
proved very amenable to therapy. Migraine is often 
completely relieved by adequate estrogenic therapy. 

The return of uterine bleeding after treatment, fol- 
lowing a period of amenorrhea, was noted in 22.2 per 
cent of patients. As a rule this was not a disturbing 
feature. 

Libido was improved in a large number of patients. 
Werner and Collier, Hall?* and others have noted 
a similar effect. - 





10. Kurzrok, Raphael: The Endocrines in Obstetrics and Gynecology, 
Baltimore, Williams & Wilkins Company, 1937. 

11. Werner, A. A., and Collier, W. D.: The Effect of Theelin Injec- 
tions on the Castrated Woman, J. A. M. A. 100: 633 (March 4) 1933. 

12. Hall, G. J.: Ovulation, Menstruation and the Hormones, Am. J. 
Surg. 21: 272 (Aug.) 1933. 
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The effects of estrogenic therapy on the breasts and 
genitalia are at times striking. The breasts enlarge and 
the nipples assume their former color and become 
erectile. The vulva enlarges and becomes moist. The 
vagina becomes pinker and the mucus is thicker and in 
greater abundance; the cervix and the body of the 
uterus are softer and enlarged. 

The administration of estrogen had little effect on 
the obesity that was present in some patients. So-called 
menopausal arthritis seldom responds to estrogenic 
preparations. It is doubtful whether it should be 
included as a menopausal condition. 

One should not be misled by initial relief of symp- 
toms, for, as has been stated, permanent relief is not 
usually obtained unless treatment is continued for vary- 
ing periods. If treatment is withdrawn after initial 
relief, symptoms are almost certain to recur within two 
to six weeks. This stresses the importance of con- 
tinuous oral therapy with a gradual reduction of dosage 
until the patient is able to discontinue therapy and 
remain symptom free. Menopausal symptoms are often 
persistently troublesome and the average patient must 
remain on maintenance doses of estrogen for from two 
to three years. 

Women with artificial menopause following hysterec- 
tomy and intra-uterine radium are often most difficult 
to control. These women, even with intact ovaries, 
usually show menopausal symptoms within eighteen 
months after operation or application of radium. The 
disturbance of the endometrial-ovarian relationship, 
though not fully understood at the present time, may 
account for the persistence of symptoms in_ these 
patients. Patients who have had a partial hysterectomy 
do not show this resistance to therapy. 

Kurzrok *° believes that the duration of the meno- 
pausal syndrome is unaffected by treatment, which 
belief is found difficult to sustain in the present study. 

Patients at the menopause who are still menstruating 
may be more difficult to control, owing to the fact that 
symptoms are frequently intensified about a week prior 
to the menstrual period. Also, excessive bleeding may 
become a problem in these women, and large doses of 
estrogen may increase the already profuse flow. Oral 
therapy in the form of emmenin is best suited to these 
cases. 

No ill effects were seen in any patient even when 
doses up to 100,000 international units per week were 
given over a period of many weeks. 


ASSOCIATED CONDITIONS 

Involutional Melancholia.—Fourteen patients in the 
series were diagnosed as having involutional melan- 
cholia, of eight months’ duration or less. In four of the 
cases the symptoms were so severe that the patients 
had to be kept under restraint. In three of the most 
severe cases daily injections of 10,000 internatt 
units of estrogen in oil were given, while in eleven 
same dose was given every second to third day. Twelve 
patients made a complete recovery within a period 0 
ten weeks. One patient who did not respond was later 
considered to have schizophrenia. More prompt 
response was obtained when the injections were give 
daily, and this suggests more frequent dosage. _ 

Werner and his co-workers,!* after considef 
experience with this type of treatment, conclude 
estrogen is curative in uncomplicated cases of invol 
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tional melancholia. Though Shube and his associates ** 
noted no beneficial effects in ten cases, Sevringhaus,'® 
Mazer and Israel,* Jones,’® Suckle,!7 Tarumianz ** and 
others have reported favorable results. 


Pruritus Vulvae and Senile Vaginitis—Twenty of 
the twenty-three patients in the series suffering from 
pruritus vulvae obtained complete and lasting relief 
after the injection of estrogen in oil. Numerous writers 
have noted similar results. 

Davis,!® Jacoby and Rabbiner *° and more recently 
Lewis and Adler *! have reported excellent results in 
treating senile vaginitis with estrogen intramuscularly. 
Six patients in the series were relieved with vaginal 
suppositories containing 2,500 rat units of estradiol 
(progynon suppositories). This method offers the 
advantage of simpler administration. 


Menopausal Hypertension.—Schaefer ** reported relief 
in twenty-six cases of menopausal hypertension with 
estrogenic preparations. 

Ninety-six patients in this series had blood pressures 
high enough to be classified as hypertension. In eight- 
een cases the blood pressure returned to normal or near 
normal after the administration of estrogen. Only 
menopatisal hypertension responds to estrogenic ther- 
apy; hypertension due to other causes does not. 


COM MENT 


For years physicians have attempted to relieve the 
symptonis of the climacteric with preparations of the 
ovary. !revious to the appearance of estrogenic prep- 
arations whole ovarian extracts, ovarian concentrates 
and corpus luteum extracts were used with indifferent 
success. 

In the past few years several reliable reports on the 
use of estrogen in the menopausal syndrome have 
appeared. Sevringhaus,?* Werner,** Mazer and Israel,® 
Frank, Goldberger and Salmon,?> Houghton and 
Neville *° and others have presented sizable series of 
cases in which treatment was successful. There are few 
investigators who do not agree that the treatment of the 
menopausal syndrome with estrogen is established 
beyond doubt. Early workers were handicapped by the 
low potency of estrogenic preparations; more recently 
adverse reports have appeared in which it would seem 
that the investigators failed to obtain good results 
because of inadequate dosage. 





14. Shube, P. G.; McManamy, M. C.; Trapp, C. E., and Houser, G. F.: 
Involutional Melancholia Treatment with ‘Theelin, Arch. Neurol. & 
Psychiat. 38: 505 (Sept.) 1937. 

15. Sevringhaus, E.-L.: The Use of Folliculin in Involutional States, 
Am. J. Obst. & Gynec. 25: 361 (March) 1933. 

16. Jones, M. S.; MacGregor, T. N., and Tod, H.: Estradiol Benzoate 
Therapy in the Depressions at Menopause, Lancet 1: 320 (Feb. 6) 1937. 

17. Suckle, J. E.: The Treatment of Involutional Melancholia by 
Estrogen, J. A. M. A. 109: 203 (July 17) 1937. 

18. Taruminaz, M. A.: Psychiatric Implications of Endocrine, Delaware 
State M. J. 8: 93 (June) 1936. z 

19. Davis, M. E.: The Treatment of Senile Vaginitis with Ovarian 
Follicular Hormone, Surg., Gynec. & Obst. 61: 680 (Nov.) 1935. 

Ps Jacoby, Adolph, and Rabbiner, Benjamin: Treatment of Senile 

aginitis with Estrogenic Hormones, Am. J. Obst. & Gynec. 31: 654 
(April) 1936. 

a Lewis, R. M., and Adler, E. L.: Endocrine Treatment of Vaginitis 
of Children and of Women After the Menopause, J. A. M. A, 109: 1873 
(Dec, 4) 1937, 

22, Schaefer, R. I.: Menopausal Hypertension, Endocrinology 19: 705 

ov.-Dec.) 1936, 

23. Sevringhaus, E. L.: The Relief of Menopausal Symptoms by Estro- 
Senic Preparations, J. A. M. A. 104: 624 (Feb. 23) 1935. 

Phi, Werner, A. A.: Endocrinology; Clinical Application and Treatment, 

Pr delphia, Lea & Febiger, 1937. Werner and Collier.™ 
‘n 5. Frank, R. T.; Goldberger, M. A., and Salmon, U. J.: The Meno- 
J. Mad Symptoms, Hormonal Status, and Treatment, New York State 

‘- » 36: 1363 (Oct. 1) 1936. 

- Houghton, William, and Neville, Mary: The Treatment of Meno- 


ie at Milwaukee County Dispensary, Wisconsin M. J. 35: 879 (Nov.) 


MENOPAUSAL SYNDROME—HAWKINSON 





393 


Various other methods of controlling menopausal 
symptoms have been attempted. Geist and Mintz," 
after treating seventy-five patients with pituitary radia- 
tion, concluded that this type of treatment is limited 
because only a restricted number of exposures can be 
given. The severe symptoms that frequently follow 
x-ray castration weigh strongly against this procedure. 

The question of the possibility of estrogenic prepara- 
tions producing carcinoma has been a source of anxiety 
to a number of physicians. It has been ‘shown that 
carcinogenic substances and estrogen have similar struc- 
tural formulas. Also it is true that carcinoma can be 
produced experimentally in certain animals with estro- 
gen. This would seem significant were it not for the 
fact that the work has been done chiefly in the rodent, 
with relatively huge doses, and with animals having 
a high hereditary tendency to the development of car- 
cinoma. Frank and his associates 7° point out that the 
danger of estrogen producing carcinoma is probably 
only theoretic, for during pregnancy large quantities 
of estrogenic substances are constantly circulating in the 
blood and excreted in the urine. Though the possi- 
bility must of course be kept in mind, most workers 
believe that in the human being, with the doses used 
at the present time, the likelihood of carcinoma is very 
remote. 

SUMMARY AND CONCLUSIONS 

Owing to the advances made in endocrine therapy, 
the physician’s point of view regarding the treatment 
of the menopausal syndrome is changing. The per- 
centage of women having distressing symptoms during 
the climacteric has been greatly underestimated. The 
tradition that they must be borne is unsound, for the 
administration of estrogenic preparations is rational and 
relieves the symptoms in a great majority of cases. 

Involutional melancholia, pruritus vulvae, senile 
vaginitis and menopausal hypertension are also fre- 
quently relieved by estrogens. 

The age limits for the syndrome are wide. The 
symptoms may begin months or years previous to the 
cessation of menstruation and often persist for years. 

The symptoms are protean and, though the ovaries 
play the chief etiologic role, the other glands in the 
endocrine chain are definitely involved. Artificial meno- 
pause usually produces more violent symptoms. 

Diagnosis is made by the objective signs and the 
subjective symptoms. Vaginal smears aid in differ- 
entiation and are most valuable in a study of the effects 
of therapy. 

Treatment should be instituted as soon as symptoms 
appear. Dosage must be adequate and treatment should 
be continued until the patient remains free from symp- 
toms without therapy. Higher doses are usually 
required in patients with artificial menopause. 

Failure to obtain relief from the majority of the 
subjective symptoms in uncomplicated menopause is 
usually due to inadequate dosage. 





27. Geist, S. H., and Mintz, Maurice: Pituitary Radiation for Relief of 
Menopausal Symptoms, Am. J. Obst. & Gynec. 33: 643 (April) 1937. 








Orderliness of Science.—The history of science is sharply 
contrasted with that of art by the fact that we can build in 
an orderly manner on the foundations of our predecessors while 
each new school of art appears to find it necessary to denigrate 
those who went before and to despise their work. But this 
very orderliness has a danger of its own; it makes it more 
difficult. to expel error —Langdon-Brown, Walter: The Dead 
Hand in Medical Science, Lancet 1:277 (Jan. 29) 1938. 











BRONCHIECTASIS 


A NEW CONCEPTION OF ITS ETIOLOGY WHICH 
MAKES PREVENTION AND RECOVERY 
POSSIBLE 


SAMUEL H. WATSON, M.D. 
AND 
CHARLES S. KIBLER, M.D. 


F TUCSON, ARIZ. 


Bronchiectasis, the bugbear of every physician called 
on to treat it, may frequently be successfully combated 
in its earlier stages if considered a sequela of allergic 
bronchitis. 

For many years patients with bronchial disturbances 
have been seeking relief in the warm, dry Southwest. 
Also in recent years otolaryngologists have been more 
conservative as regards operations for sinusitis and are 
advising their -patients to try the climate of the South- 
west before advising nasal surgery. Consequently, 
many patients with chronic sinusitis and bronchiectasis 
come to this area. Usually the patients have not had 
relief elsewhere, and present cases of long duration. 

The fundamental basis for chronic or recurrent 
sinusitis is commonly an allergic rhinitis. Hansel * finds 
that almost half (44 per cent) of his patients seeking 
relief for nasal trouble are allergic and have abnormal 
amounts of eosinophils in their nasal secretions. Here 
in the Southwest we find the proportion even higher. 
We have observed that patients with bronchiectasis 
frequently have hay fever, eczema, moderate but definite 
asthma at times or other manifestations of clinical 
allergy. It occurred to us to investigate the bronchial 
secretions of all patients with bronchiectasis, because 
bronchiectasis and sinusitis commonly coexist. We 
were surprised to find in bronchiectasis that the bron- 
chial secretions generally had an abnormally high per- 
centage of eosinophils; that is, 10 per cent or more. 
We then searched for other evidence of allergy and 
performed cutaneous tests. So consistently did we find 
high percentages of eosinophils or clinical allergy in 
bronchiectatic patients that for over two years now we 
have studied all cases of sinusitis and bronchiectasis 
from an allergic point of view. In fully 90 per cent 
of cases of bronchiectasis, a definite diagnosis of allergy 
may be made on the evidence found. 

The medical treatment of bronchiectasis has been 
unsatisfactory. Frequently some improvement may be 
obtained by a dry, warm climate, but even supplement- 
ing climatic aid with rest, postural drainage, roentgen 
therapy, vaccine therapy or instillations of iodized oil, 
only moderate temporary benefit results, with frequent 
recurrence. The only permanent relief for far advanced 
bronchiectasis is lobectomy or pneumonectomy. 

We divide all bronchiectasis into three classes : 


1. Congenital bronchiectasis. 

2. Mechanical bronchiectasis, as accompanying tuberculosis, 
thoracoplasty, fibrous pleuritis, pulmonary fibrosis, and so on. 

3. Allergic bronchiectasis. 


In this article we refer only to allergic bronchiectasis, 
which in our experience is by far the commonest type, 
comprising as previously stated more than 90 per cent 
of the cases coming under our observation. 
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In studying bronchial disturbances in the Southwest 
by x-ray studies with iodized oil, cytologic examination 
of sputum and nasal secretion, and cutaneous testing 
we encounter four types of cases: 


1. Cases diagnosed bronchiectasis elsewhere because of chronic 
cough, marked amount of purulent sputum and _ basal lung 
rales, which we find show no evidence of bronchial dilatation 
as revealed by x-ray examination with iodized oil but only 
basal allergic bronchitis. Often in these cases symptoms have 
existed for ten years or more. 

2. Cases like the foregoing in which slight bronchiectasis 
exists, as evidenced by lack of tapering of the descending small 
bronchioles. 

3. Cases in which there is moderate bronchiectasis. 

4. Cases in which there is far advanced bronchiectasis, 
marked pocketing is shown and large amounts of purulent foul 
sputum are raised. 


In each of these four states, strong evidence of 
allergy is found. 
REPORT OF CASES 


We have selected from our series one case to illus- 
trate each type. 

Case 1 (type 1).—J. M., a youth aged 15, had had a cough 
and frequent colds since infancy. At 3% years of age the 
tonsils and adenoids were removed. A few weeks later he 
began to have asthma and since then he had been subject to 
attacks of asthma at intervals of about three weeks lasting 
about three days. Usually he had nausea and vomiting with 
asthmatic attacks. He was referred in September 1932 with 
the diagnosis of advanced bronchiectasis and asthma. X-ray 
examination with iodized oil had not been performed at this 
time but we concurred in the diagnosis. Asthma was present 
after the patient came under our observation. There were 
marked basal bilateral bubbling and squeaking rales and a 
marked amount of purulent sputum. Nasal and sputum 
eosinophils were negative, blood eosinophils 12, 11 and 10 per 
cent on three occasions. The patient was tested and found 
markedly sensitive to timothy, ragweed, cottonseed, the cereal 
group and kapok. He improved in the Southwest but was 
worse each summer when he returned East. Desensitization 
therapy was started in September 1934 and he improved with 
reduction of sputum, cough and wheezing attacks until all 
signs and symptoms were gone by May 1936. Use of iodized 
oil was permitted April 16, 1938, revealing no bronchiectatic 
dilatation. The patient has remained without symptoms here 
for two years. Last summer he had a mild attack of hay 
fever during the pollen season’ in Ohio without any other 
symptoms. 

Case 2 (type 2).—C. D., a boy aged 11, had croup at 2% 
years of age after which a cough started, which has continued 
to date. He had an uncle with asthma, and one cousin has 
eczema. We first saw him in March 1937. Slowly and 
gradually he became worse, with about 1 ounce (30 cc.) of 
mucopurulent sputum daily. He had no definite sinusitis, 
asthma or hay fever. There were many bubbling rales at the 
left base, a few at the right base. About everything but surgery 
had been tried with no improvement. The patient had no 
allergic manifestation. The sputum showed 10 per cent 
eosinophils, nasal secretions 30 per cent, blood 4 per cent. 
Cutaneous tests to cosmetics, pollens, foods and dust were 
positive. Desensitization treatment was started in March 1937. 
Within one month all rales, cough and expectoration disap- 
peared and have remained away since, except on one occasion 
early in treatment on exposure to severe dust, when the 
cough"returned for a few days. Now the patient is symptom 
free. X-ray examination in March 1937 confirmed the diag- 
nosis of bronchiectasis showing slight cylindric bronchiectasis 
at the left base. A roentgenogram taken with iodized oil in 
April 1938 showed both sides free of any dilatation. 
rales, cough and expectoration had all gone. 

Case 3 (type 3).—A. G., a boy aged 16, had coughed 
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gradually grew worse. The cough was periodic in type, 
occurring three or four times daily, with 2 ounces (60 cc.) of 
mucopus daily at the worst. Asthma developed later. The 
patient came to us with the diagnosis of bronchiectasis and 
asthma, in which we concurred. No roentgenograms with 
jodized oil were made because he was so sick his parents would 
not permit it. He had moist rales at the right base, a few at 
the left base. There were .no eosinophils in the nasal or 
bronchial secretions; they numbered 12 per cent in the blood. 
His mother’s father had asthma, a brother had chronic sinusitis, 
a sister had cyclic vomiting. Cutaneous testing showed sen- 
sitization to foods, dusts and pollens. Desensitization treatment 
was started in October 1936. By July 1937 all signs and 
symptoms were gone for the first time in thirteen years; the 
patient had no cough, expectoration, asthma or rales, although 
a roentgenogram made with iodized oil in April 1938 showed 
moderate dilatation of the bronchi at the right base. 


Case 4 (type 4).—R. F., a man aged 22, had had nasal and 


bronchial trouble as long as he could remember, with nasal 
obstruction and discharge, and expectoration of a marked 
amount oi purulent sputum. There was no history of pneu- 


monia. Hic recovered from measles but thought that cough had 
been present ever since he had whooping cough. A diagnosis 
of sinusitis and bronchiectasis was made in 1930. A radical 


antrum operation was performed. He came under our care in 
March 1937. Pansinusitis was found with a purulent discharge 
containing 50 per cent eosinophils in the nasal secretion and 
25 per cent eosinophils in the sputum. The sputum amounted 
to about 8 ounces (240 cc.) in twenty-four hours before coming 
to Arizona, about 4 ounces (120 cc.) at the first examination 
three years later. X-ray examination with iodized oil revealed 
far advanced saccular bilateral bronchiectasis. There was -no 
history of clinical allergy until he came to the Southwest, when 
he had hay fever during olive tree pollination. Cutaneous 
tests revealcd marked reactions to pollens, foods and house 
dust. Since desensitization therapy the sputum, which had 
been remaining constant for three years in the Southwest, has 
diminished 50 per cent more with marked relief from cough. 


There is moderate improvement of the nasal discharge. 


COMMENT 


Seeing all stages of this condition from basal allergic 
bronchitis without bronchial dilatation to far advanced 
bronchiectasis and noting that the great majority have 
accompanying manifestations of allergy makes us feel 
that most bronchiectasis is caused primarily by basal 
allergic bronchitis. It is preventable therefore if the 
basal allergic bronchitis is recognized as such and given 
intensive treatment before bronchiectasis results. How- 
ever, even after bronchiectasis has developed, the disease 
may be successfully combated if treated early. 

After allergic study all patients are given treatment 
by Means of desensitization, elimination diets, and 
avoidance of allergens in the environment. We find 
that the commonest sensitizations are to feathers, pol- 
lens, orris root, house dust and wool, although we have 
i a few cases in which foods were the most important 
actor, 

Improvement is in proportion to the advancement of 
the disease. The more advanced the disease, naturally 
the poorer the results. Even, however, in the advanced 
cases definite benefit is usually obtained in reducing the 
amount of cough and purulent sputum and also in the 
reduction of nasal obstruction and discharge, when 
the latter is present. We have encountered eases of 
bronchiectasis which were accompanied by pulmonary 
fibrosis and fibrous pleuritis, but even in some of these 
cases high percentages of eosinophils were found in the 
a Probably the pathologic condition found was 
ah € cause of the bronchiectasis but was the result 

alergy, atelectasis and marked pulmonary infection. 
a “ 1s abundant evidence in the literature that 

ncmectasis and atelectasis are commonly associated. 
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Basal allergic bronchitis with its allergic swelling of the 
mucosa and outpouring of tenacious secretion combined 
with bacterial infection and poor drainage seems ade- 
quate cause for producing atelectasis. We believe the 
chain of events is first the basal allergic bronchitis, 
second the atelectasis and third in a variable length of 
time the bronchiectatic dilatation. Andrus? presented 
an excellent article on the mechanism of the production 
of bronchiectasis, which he feels is secondary to atelec- 
tasis. He believes that localized atelectasis of any 
degree with its surrounding compensatory emphysema 
without loss of pulmonary elasticity causes an external 
pull on the bronchial branches, favoring pocketing. 
However, generalized primary pulmonary emphysema 
or the overdistention of lungs secondary to severe and 
continued bronchial asthma with its attendant increased 
intrapleural pressure and permanent loss of pulmonary 
elasticity has a tendency to prevent rather than cause 
bronchial dilatation. Likewise severe asthma with fre- 
quent cough and forcible expiration does not favor 
atelectasis. We believe that only a localized basal 
allergic bronchitis without any marked asthma provides 
the basis for atelectasis and its resulting bronchiectasis. 

It is well known that an attack of an acute respiratory 
infection often initiates prolonged asthma. It seems 
reasonable to think that the association of bronchiectasis 
and respiratory infection can be explained on the 
hypothesis that the respiratory infection is the means 
of starting basal allergic bronchitis, which eventually 
results in bronchiectasis. 


SUMMARY AND CONCLUSIONS 


1. The great majority of patients with bronchiectasis 
have abnormal percentages of eosinophils in their 
sputum or clinical manifestations of allergy. 

2. Basal allergic bronchitis can present all the clinical 
features of advanced bronchiectasis except bronchial 
dilatation, as shown by roentgenograms made with the 
use of iodized oil. 

3. We believe that, if this basal allergic bronchitis is 
recognized and is treated by allergic management, 
bronchiectasis will not occur. 

4. Bronchiectasis having occurred, it is still remedia- 
ble if in the early stage, with the same kind of manage- 
ment. 

110 South Scott Street. 


2. Andrus, P. M.: Bronchiectasis: Analysis of Its Causes, Am. Rev. 
Tuberc. 36: 46 (July) 1937. 











The Care of the Mentally Ill.—Time alters many things, 
including the meaning of terms. When, for example, young 
Horace Mann stood on the floor of the Massachusetts legis- 
lature and enunciated the principle that “the insane are the 
wards of the state,” his thought was quite removed from the 
present-day conception of his words. In Mann’s time “state 
care,” as construed even by the progressive elements, implied 
no more than the duty of the state to see that all the insane 
requiring institutionalization received it in special asylums. 
The latter did not necessarily have to be built, maintained or 
supervised by the state itself. A later generation defined the 
principle as establishing the state’s duty to supervise the care 
of all the insane within its borders, though contributing to the 
support of this class only to a limited degree. Today; in such 
states as New York and Massachusetts, state care includes 
provision in state-owned hospitals, administered and maintained 
by the state, for all mentally ill persons in need of public care 
and treatment. The evolution of state care followed a long and 
winding trail before reaching its most significant expression 
with the passage of the New York State Care Act of 1890.— 
Deutsch, Albert: The Mentally Ill in America, New York, 
Doubleday, Doran & Co., Inc., 1937. 
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PROTRUDED INTERVERTEBRAL DISKS 


WHICH 


ONE HUNDRED CASES IN 
WAS PERFORMED 


REPORT OF 
OPERATION 


J. GRAFTON LOVE, M.D. 


AND 
MAURICE N. WALSH, M.D. 
ROCHESTER, MINN. 


This report is based on a study of the first 100 cases 
of protrusion of one or more intervertebral disks in 
which patients were operated on at the Mayo Clinic. 
The purpose of the study was to survey this group of 
cases from a neurologic standpoint and to attempt to 
clarify, if possible, certain features of the problem of 
protruded disks. 

A complete review of the already voluminous litera- 
ture on this subject will not be attempted here, and 
mention will be made only of some of the most important 
contributions: The earliest mention of extrusion of 
cartilage from an intervertebral disk due to trauma was 
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Diagram showing, on the left, a drawing of a median section 


Fig. 1. 
of the normal spinal column and, on the right, the interspaces and the 
numbers of protruded intervertebral disks which occurred in those inter- 


spaces. (Note: In the 100 cases reported on in this paper there occurred 
a total of 113 protruded disks, and it is the 113 protruded disks that are 
here plotted.) 


made by Virchow’ in 1857. Goldthwaite,? in 1911 
apparently was the first to direct attention to the pos- 
sible importance of the condition in producing com- 
pression of spinal nerve roots within the spinal canal. 
In the same year Middleton and Teacher * reported a 
case (with the results of postmortem examination) in 
which they attributed the patient’s symptoms to protru- 
sion of such an intervertebral disk within the spinal 
canal. Adson‘ in 1925 reported removal of a cartilagi- 
nous mass arising from an intervertebral disk which 
had compressed the cervical cord and produced symp- 





From the Section on Neurosurgery (Dr. Love) and the Section on 
Neurology (Dr. Walsh), the Mayo Clinic. 

1. Virchow, R. L. K Untersuchungen iiber die Entwickelung des 
Schadelgrundes im gesunden und krankhaften Zustande und tiber den 
Einfluss derselben auf Schadelform, Gesichtsbildung und Gehirnbau, 
Berlin, G. Reimer, 1857. 

2. Goldthwaite, J. E.: The Lumbosacral Articulation: An Explana- 
tion of Many Cases of “Lumbago,’” “Sciatica” and Paraplegia, Boston 
Med. & S. J. 164: 365-372 (March 16) 1911. 

3. Middleton, G. S., and Teacher, J. H.: Injury of the Spinal Cord 
Due to Rupture of an Intervertebral Disk During Muscular Effort, 
Glasgow M. J. 76: 1-6, 1911. . 

4. Adson, A. W.: Diagnosis and Treatment of Tumors of the Spinal 
Cord, Northwest Med. 24: 309-317 (July) 1925. 
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toms and signs characteristic of cervical cord tumor, 
Stookey © in 1928 reported a series of seven cases of 
protruded cervical intervertebral disks producing com- 
pression of the cord, and Dandy ° in 1929 reported two 
cases of paraplegia in which he had discovered pro- 
trusion of a lumbar intervertebral disk. Mixter and 
Barr * in 1934 then reported a series of cases of pro- 
trusion of the intervertebral disks with the production 
of clinical symptoms and discussed the diagnosis and 
operative treatment. In the past three years the papers 
of Hampton and Robinson,’ Love,® Love and Camp,” 
and Camp" have dealt with various aspects of the 
problem of protruded disks. 


For many years neurosurgeons at the clinic have at 


intervals removed from the spinal canal extradural 
fibrocartilaginous masses originating from the inter- 
vertebral disks, the operation being performed to relieve 
compression of the spinal cord. In the past few years 
attention has been directed to the true nature of these 
masses as protrusions from the intervertebral disks, 
With improvement in diagnostic methods and with 
introduction of the use of iodized oil it has been possible 
to detect the presence of earlier lesions, and the con- 
dition has been found to be much more frequent than 
was formerly suspected. It may safely be said that, 
today, protrusion of intervertebral disks constitutes one 
of the major causes of sciatic pain. Indeed, it is quite 
as antiquated to make a diagnosis of “sciatica” today as 
it is to make a diagnosis of “headache.” 

Five cases were not included in the present series 
because, although clinical and iodized oil studies indi- 
cated the presence of protruded disks, the slight protru- 
sion discovered at operation did not seem sufficient to 
cause the symptoms and signs presented. Further 
observations will be necessary before these cases can 
be included in the series as definite ones of protruded 
intervertebral disks. 

The total number of intervertebral disks found in 
these 100 cases was 113. In eighty-eight cases there 
was protrusion of only a single disk, and in six of these 
cases the protrusion was in the cervical region, in six 
in the thoracic region and in seventy-six cases in the 
lumbar region. In twelve cases there was protrusion 
of more than one disk. In all of the latter cases except 
one the multiple protruded disks occurred in the lumbar 
region, the exception occurring in the eleventh thoraci¢ 
interspace. There were thirty-nine (34.5 per cent) pro- 
trusions of the fourth lumbar intervertebral disk ; forty- 
seven (41.6 per cent) of the total of 113 protruded 
disks occurring in the fifth intervertebral space. _ 

It is interesting to note that these protruded disks 
tended to group themselves in relation to the normal 
curves of the vertebral column, in the region of the 
greatest convexity or concavity (fig. 1). Protruded 
disks in the cervical region, for example, tended to occuf 

__ ne 





5. Stookey, Byron: Compression of the Spinal Cord Due to Ventral 
Extradural Cervical Chondromas; Diagnosis and Surgical Treatment, 
Arch. Neurol. & Psychiat. 20: 275-291 (Aug.) 1928. ; : ; 
6. Dandy, W. E.: Loose Cartilage from Intervertebral Disk Simulat 
ing Tumor of the Spinal Cord, Arch. Surg. 19: 660-672 (Oct.) 1929. isk 
7. Mixter, W. J., and Barr, J. S.: Rupture of the Intervertebra an 
with Involvement ‘of the Spinal’ Canal, New England J. Med. 212% 
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8. Hampton, A. O., and Robinson, J. M.: The Roentgenographic 
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in the convexity in that region, whereas in the region 
of the greatest concavity in the midthoracic portion of 
the vertebral column occurred another group of pro- 
truded disks. The greatest number of protruded disks 
in the lower portion of the vertebral column, however, 
occurred in the lumbar and lower thoracic region, 
particularly in the lower lumbar region where there is 
the greatest convexity. It can readily be seen, of 
course, that it is in these regions that the greatest 
mechanical stress is placed on the vertebral column by 
heavy lifting or pushing. Thus indirect evidence is 
given to support the claim that, in most cases at least, 
protrusion of an intervertebral disk is secondary to 
mechanical trauma. 

Of the 100 patients, seventy-seven were males, twenty- 
three females. This predominance of males is probably 
a result of the fact that males are more liable to injuries 
of the back. The average age of the patient at the time 
of operation was 39.88 years, the distribution by decades 
being as follows: first decade none, second decade one, 
third decade twenty, fourth decade thirty-four, fifth 
decade twenty-three, sixth decade eighteen, seventh 
decade three, and eighth decade one. Thus most of the 
patients were in the fourth decade of life. 


ETIOLOGY 


It is the opinion of most authors that abnormal pro- 
trusion of an intervertebral disk into the spinal canal is 
in the matority of cases the result of trauma. Schmorl ** 
advanced the idea that in some cases degenerative 
changes in the annulus fibrosus which may be due to 
trauma or possibly to constitutional factors may pre- 
dispose to the protrusion of the nucleus pulposus as a 
result of further trauma. It is probable that repeated 
trauma may be necessary in many cases to produce suf- 
ficient protrusion of the nucleus pulposus to cause 
clinical symptoms. In only thirty-two (32 per cent) of 
the 100 cases in this series did the patient feel that his 
pain or other symptoms began immediately after a 
certain injury. In thirty-nine cases, however, the 
patient remembered one or more injuries but could not 
say whether the symptoms had begun immediately 
afterward or even within the next few months. In 
twenty-nine cases there was no history of injury the 
patient could recall. This would lead one to suspect 
that in many cases, at least, it is difficult to say that a 
certain injury had caused protrusion of the disk. 


SYMPTOMS - 


_ The average duration of symptoms before operation 
i these 100 cases was four years; the shortest duration 
Was one month, the longest thirty-two years. Nocturnal 
pain was present in twenty-nine cases, and aggrava- 
tion of pain on coughing or sneezing occurred in thirty- 
Six, ea 
_ In eighty-four cases there was a definite history of 
intermittence of symptoms. This was most marked in 
the case of lumbar protrusions, in which 86.3 per cent 
of the patients gave a history of recurrent epjsodes of 
pain and other symptoms. In some cases many such 
episodes occurred before the proper diagnosis finally 
Was made and treatment given. In one case almost 
yearly exacerbations of symptoms occurred for thirty- 
two years before the protruded lumbar disk was finally 
Temoved. In many cases, between recurrences of symp- 
‘ed enteeetinemees 





12, Schmor] G . . 
ee »G., and Junghans, H.: Die gesunde und kranke Wir- 
belsiule im Rontgenbild, Leipzig, Georg Thieme, 1932. 


toms, the patient felt quite well. Frequently a recur- 
rence of symptoms followed trauma to the back or 
heavy lifting. 

If it is assumed that the nucleus pulposus, once 
protruded, thereafter remains permanently in the spinal 
canal, it is quite difficult to explain the periodic disap- 
pearance of symptoms which is so frequent in these 
cases. We feel that it is probable that the protruded 
nucleus pulposus in many cases returns into the inter- 
vertebral space, only to be extruded again by additional 
trauma. Schachtschneider ** stated that he has noted 
in vertebral columns fresh from cadavers a partial 
return of a protruded nucleus pulposus into the inter- 
vertebral space following kyphotic flexion of the verte- 
bral column. He believed that negative exploration 
might result if kyphotic flexion was produced prior to 
operation. In a cadaver in our anatomic laboratory, a 
protruded fourth lumbar intervertebral disk was found 
during dissection of the lumbar nerve roots. The patient 
had a history of injury to the back with some sub- 
sequent back pain a year before death. Further details 
could not be learned. After exposure of the protruded 
disk in the course of routine dissection, it was decided 
to try the effect of kyphotic flexion and extension of the 
back. Kyphotic flexion caused the protruded disk to 
be drawn in, so that it was almost level with the 
posterior surfaces of the vertebral bodies. Hyperex- 
tension of the spinal column, on the contrary, caused the 
disk to protrude markedly. These observations agree 
with those of Schachtschneider.** 

It is quite possible that the nerve root may be decom- 
pressed and the symptoms temporarily relieved by slid- 
ing the root away from between the protruded disk 
and the pedicle of the vertebra. This, however, has 
not been verified. Some of the dramatic recoveries 
reported by irregular practitioners may be the result 
of the return of the protrusion to the intervertebral 
space, thus freeing the nerve root of pressure. In eight 
of our 100 cases the patient said that the onset of 
symptoms was immediately preceded by a sensation 
of something snapping out of place or “giving” in the 
back. All of these were cases of lumbar disk pro- 
trusion. At operation, in four, or 50 per cent, of these 
cases the disk protruded itself, in one case on retraction 
of the nerve root and in three on incision of the 
posterior longitudinal ligament. In one case the disk 
was fibrous and curettage was necessary, whereas in one 
case the protrusion was firm and suggested bone. 

A young woman recently seen at the clinic volun- 
tarily stated that she felt as if she had a displaced piece 
of cartilage in her back. She had not consulted a 
physician previously and knew nothing of protruded 
disks. Studies with iodized oil followed by operation 
proved that she did, indeed, have a protruded lumbar 
disk. In this connection it may be noted that orthopedic 
manipulation in cases of protruded disk is attended with 
some risk because of the danger of paraplegia, as in 
the case reported by Goldthwaite.” 


PROTRUDED CERVICAL AND THORACIC INTER- 
VERTEBRAL DISKS 
There were six cases of protruded disks in the 
cervical region and six of protruded disks in the thoracic 
region. In one of the latter cases, posterior protrusion 
of the eleventh thoracic intervertebral disk was asso- 





13. Schachtschneider, H.: Der hintere Bandscheibsprolaps in seinen 
klinischen Auswirkungen, Fortschr. a. d. Geb. d. Réntgenstrahlen 54: 
107-129 (Aug.) 1936. 












































OSLER 














398 INTERVERTEBRAL DISKS—LOVE AND WALSH 


ciated with an endothelioma of the tenth nerve root 
on the left. The average duration of symptoms in 
cases of cervical protrusion was twelve months; the 
shortest duration was one month and the longest 2.6 
years. The average duration of symptoms in cases of 
thoracic protrusion was thirty-eight months, the shortest 
duration being ten months and the longest eighty-four 
months. It was interesting to note that the length of 
time that elapsed between the onset of symptoms and 
the time of operation increases as one progresses down- 
ward from the cervical to the lumbar region. Inter- 
mittence of symptoms was noted in seven cases, 
occurring in three of the six cases of cervical protrusion 
and in four of the six cases of thoracic protrusions. 

In no case of protruded cervical disk was a history 
of injury definitely connected with the onset of symp- 
toms. In three of the cases in this group there was 
no history of injury at all. In two cases of protruded 
thoracic disks there was a history of injury which was 
definitely related to the onset of symptoms. In two 
other cases there was no history of injury whatever, 
while in the remaining two cases the history of injury 
could not be connected with the onset of symptoms. 

Two of the patients with cervical protruded disks had 
noted no pain whatever and one had had only slight 
pain. Thus half of the patients in this group did not 
have radicular pain. Of the six patients with thoracic 
protruded disks, one with a protruded fifth thoracic 
disk had noted no pain. Another patient, also with 
a protruded fifth thoracic disk on the right side, had 
very slight pain. Still another patient with a protruded 
sixth thoracic disk had very slight pain. The remain- 
ing three patients complained of pain of a radicular 
character. 

Neurologic examination in these cases of protruded 
cervical or thoracic intervertebral disks gave evidence 
of extradural compression of the spinal cord. The 
neurologic observations will not be reviewed here since 
they are those usually enountered in cases of extra- 
dural tumor. It is probable that the neurologic obser- 
vations will be fewer if the patient is examined during 
a remission than during an exacerbation of symptoms. 

Examination of Spinal Fluid.—In these twelve cases 
of protruded cervical and thoracic intervertebral disks 
the responses to jugular pressure were not studied in 
two cases. In the remaining ten, five (50 per cent) 
showed some evidence of subarachnoid block. In only 
two cases was there complete block. The cell count 
was uniformly within normal limits. The total protein 
of the spinal fluid was studied in seven of these twelve 
cases: it was more than 40 mg. per hundred cubic 
centimeters in five cases and was exactly 40 mg. in two 
cases. The colloidal gold, Wassermann and Nonne 
tests were of no assistance in the diagnosis in these 
cases. 

PROTRUDED LUMBAR INTERVERTEBRAL DISKS 

There were eighty-eight cases of protruded lumbar 
disks, a total of 100 protruded disks being found at 
operation in this group of cases. There were two cases 
of protrusion of the first lumbar intervertebral disk, one 
of the second, ten of the third, forty of the fourth and 
forty-seven of the fifth. There were two cases of single 
protrusion of the-first lumbar disk, five of single pro- 
trusion of the third lumbar disk, twenty-nine of single 
protrusion of the fourth lumbar disk and forty cases 
of single protrusion of the fifth lumbar disk. There 
were twelve cases of multiple protruded lumbar disks. 
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A history of injury was definitely connected with the 
onset of symptoms in thirty cases (34 per cent). There 
was no history of injury in twenty-four, or 27 per cent 
of the cases, as shown in the table. The remaining 
patients gave a history of one or more injuries which 
could not be definitely connected with the onset of 
symptoms. Seventy-six (86 per cent) of the patients 
in this group gave a history of recurrent episodes of 
pain and other symptoms, with normal or nearly normal 
periods between. Eight patients stated that they had 
felt something snap or give way in the back immediately 
prior to the onset of symptoms. Unilateral sciatic pain 
was complained of by fifty-nine of the eighty-eight 
patients (68 per cent). Bilateral sciatic pain was 
noted in twenty-two cases (25 per cent). There was 
no sciatic projection of the pain in seven cases. 

Night pain was complained of in twenty-seven (31 
per cent) of the eighty-eight cases in this group. Pain 
was aggravated by coughing, sneezing or straining in 
thirty-four cases (39 per cent). Paresthesias were 
complained of in forty-three cases (49 per cent) while 
sphincteric disturbances were noted in only seven (8 per 
cent). 

In one case of a protruded first lumbar disk there 
was bilateral sciatic pain associated with low back pain. 
In the other case of protruded first lumbar disk there 
was pain in the rectal area and pain in the lateral and 


Summary of History and Neurologic Observations in Eighty- 
Eight Cases of Protruded Lumbar Intervertebral Disk 
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anterior regions of both thighs. Of the five cases of 
protruded third lumbar-disks, sciatic pain was present 
in three. In one case low back pain alone was com- 
plained of while, in another, the pain began at the groim 
and was projected into the testis and down the antero- 
medial surface of the thigh of one side, In cases of 
single protrusions of the fourth or fifth lumbar disks, 
sciatic pain was complained of by all but three patients. 
In two of these cases low back pain alone was com 
plained of, while in the other rectal pain radiating to 
the right buttock was noted. In all of these three 
cases there was protrusion of the fifth lumbar inte 
vertebral disk. In cases of multiple protruded lumbar 
disks, sciatic pain was present in all but one case. 
this case, in which protrusion was of the fourth an 
fifth intervertebral disks to the left, the pain began @ 
the Sacrum and was projected around the left grom and 
down the internal surface of the thigh, leg and 

It should be noted that in only seven (8 per cent) of 
the eighty-eight cases in this group was there » 
sciatic pain. Low back pain occurred in eighty-10 
of the eighty-eight cases. In thirty-three cases (%/# 
per cent) the low back pain occurred at the same: 
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as the extension or projection of the pain. In fifty- 
one cases pain in the back preceded extension by a 
variable interval, the average interval being four years. 
During this time many of the patients suffered back 
injuries. 

It is possible that low back pain is the result of 
pressure of the protruded cartilage on the posterior 
longitudinal ligament, whereas extension of the pain 
along the course of a nerve, such as the sciatic, may 
be due to further protrusion of the cartilaginous mass, 
with compression of one or more nerve roots. It 
should be emphasized that a patient who complains of 
an unusual or bizarre projection of pain in all proba- 
bility Goes not have a protruded disk in the lumbar 
region, ilthough this cannot be definitely excluded. 

An attempt was made to discover whether the location 
of the »aresthesias might be helpful in determining the 
exact | terspace of disk protrusion. This was found 


to be » possible. The paresthesias, however, may give 
some ¢ veral indication in what part of the vertebral 
colum:' he protruded disk may be found. Flexion of 
the hea on the neck produced the type of pain of which 


the pat. 1t complained in two cases of protrusion of a 
fourth | nbar disk and in one of protrusion of the fifth 
lumbar isk. In two of these cases the caudal roots 
were nd to be markedly inflamed and adhesions were 
present 

Anal .'s of Neurologic Observations in These Eighty- 
Eight ses of Protruded Lumbar Disks.—The 
Laségu: ign, or the production of pain on raising the 
straight:..cd leg, was positive in seventy-two cases (82 


per cent Sciatic tenderness was present in fifty-five 
cases ((.) per cent). The achilles reflex was diminished 
or absen: in fifty cases (57 per cent). The hamstring 


reflexes \.ere diminished in twenty-four cases (27 per 
cent). | cfinite weakness of one or more muscles was 
present 1 twenty-three cases (26 per cent). Sensory 
disturbances, constituting a diminution in pain, tem- 
perature or touch sensation, were present in twenty- 
seven cases (31 per cent). Muscular atrophy occurred 
in eight cases (9 per cent). 

In a small number of cases, fibrillary twitchings were 
noted in the muscles of the calf and in the peroneal 
muscles; these frequently occurred in cases in which 
there was also some muscular atrophy and are probably 
to be explained on the basis of root irritation. An 
effort was made to localize accurately the position of 
the protruded disk by means of the reflex changes, 
muscular weakness and segmental sensory loss, when 
such occurred, but this was found to be impossible, as 
there were no characteristic sensory or motor changes 
which would make it possible to localize the lesion 
accurately by physical examination alone without the 
assistance of study with iodized oil. 

In only one of our cases did we find a segmentai sen- 
sory loss higher than that of the lesion actually found 
at operation. This occurred in a case of single pro- 
trusion of the third lumbar intervertebral disk in which 
4 sensory diminution in the first, second and third lum- 
bar dermatomes and first and second sacral dermatomes 
was found on examination. We can offer no adequate 
explanation for the conditions present in this case. In 
the Majority of cases the sensory impairment occurred 
in the sacral dermatomes, usually several segments 

low the level of the actual lesion. This may be 
explained by pressure on the roots of the cauda equina 
as they pass over the protruded disk. Unilateral 
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diminution of the patellar reflex occurred in eight cases 
of protruded lumbar disks. In two of these cases there 
was a single protrusion of the third lumbar disk, in 
three cases there was a single protrusion of the fourth 
lumbar disk, and in two cases there was a single pro- 
trusion of the fifth lumbar disk. Another reason why 
muscular weakness and reflex changes were not of 
assistance in accurately localizing the interspace in 
which the disk had protruded was that several nerve 
roots frequently supply the same muscle or may be 
responsible for the integrity of a certain reflex. How- 
ever, reflex changes, muscular weakness and sensory 
impairment give excellent evidence as to the general 
region of the spinal column in which the protrusion of 
the disk may be found. 

In three of the eighty-eight cases of protruded lumbar 
disks the neurologic examination was objectively nega- 
tive, whereas in fourteen cases it was negative except 
for a positive Laségue sign, or sciatic tenderness, or 
both. Thus, a negative neurologic examination does 
not definitely exclude the possibility of a protruded disk 




















Fig. 2.—Needles in place for performance of the reversed Queckenstedt 
test; the point of the lumbar puncture needle to which the Ayer manometer 
is atiached is in the lumbar subarachnoid space; the point of the caudal 
needle is extradural; it has been passed through the sacral hiatus. 


being present, and patients with a suggestive or typical 
history should not be denied examination with iodized 
oil under these circumstances. 


Examination of Spinal Fluid.—The estimation of the 
total protein of the cerebrospinal fluid was the only 
laboratory determination of value in the diagnosis of 
protruded disks in the lumbar region. This determina- 
tion was made in eighty-four of the eighty-eight cases 
of protruded lumbar disks. The total protein was 
40 mg. per hundred cubic centimeters or more in sixty- 
seven cases (80 per cent), the highest value found being 
240 mg. The total protein was less than 40 mg. per 
hundred cubic centimeters in seventeen cases (20 per 
cent). Thus the finding of a value for total protein in 
the spinal fluid higher than 40 mg. per hundred cubic 
centimeters is of value in the diagnosis of protruded 
disk, but the finding of a value less than 40 mg. does 
not exclude the possibility of protruded disk. 

Clinical Diagnosis——The clinical diagnosis of pro- 
truded disk as the cause of “sciatica” is based on a 
history of trauma to the back with persistent or recur- 
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rent low back and sciatic pain, with diminished or 
absent achilles reflex, and an increased total protein 
content of the cerebrospinal fluid. If the total protein 
is normal or low, the reversed Queckenstedt test (fig. 2) 
should be positive before an attempt is made to confirm 
the diagnosis.*” The diagnosis is confirmed and the 
protruded disk identified by fluoroscopic examination 
of the spinal canal ?° after the subarachnoid injection of 
iodized oil through a lumbar puncture needle. Five 
cubic centimeters of iodized oil is injected between the 
spinous processes of the third and fourth lumbar 
vertebrae. Care should be exercised to avoid extra- 
dural injection, and rarely is cisternal injection jus- 
tified. During fluoroscopic observation of the spinal 
canal other lesions such as neoplasm and multiple pro- 
trusions of the intervertebral disks should be looked 
for. 

If on examination of the movements of the opaque 
oil in the spinal canal a persistent defect characteristic 
of protruded disk is observed, and if a lesion located 
at that level could account for the patient’s pain, 
surgical removal of the protruded portion of the disk 
is indicated. 

Operative Procedure.—The operative procedure con- 
sists of either extradural or transdural removal of the 
protruded portion of the disk through a laminectomy 
wound. Removal of the spines and laminae of two 
vertebrae provides adequate exposure for the removal 
of a single protrusion; in cases of multiple protrusions 
between adjacent vertebrae, three spines and laminae 
must be removed. In one case of multiple protrusions 
one of us (Love) did a double laminectomy because 
one protrusion was at the lumbosacral space and the 
other was low in the thoracic region. 

In performing laminectomy the articulating facets 
should be preserved. Resection of the ligamenta flava, 
which are usually thickened in cases of protruded disks, 
affords adequate exposure for the extradural removal 
of the lateral protrusions. In case the lesion presents 
in the midline, it is best to approach it transdurally, and 
in this event a wide laminectomy is not necessary. The 
iodized oil is carefully removed at the time of laminec- 
tomy. 

No fixation of the spine, by bone graft, cast or even 
belt, is necessary following removal of a protruded disk. 
In our series of 100 cases we have not found it neces- 
sary or advisable to carry out fusion. 

The patients are treated postoperatively the same as 
after simple laminectomy for tumor of the spinal cord. 
They are kept in bed twelve days and allowed to leave 
the hospital on the fourteenth day and to return to their 
homes three weeks after the operation has been per- 
formed. They are advised to refrain from heavy lift- 
ing and straining for a period of three months. 


COMMENT 


The surgical removal through a laminectomy wound 
of the protruded portion of an intervertebral disk that 
is causing compression of the nerve roots or spinal cord 
is followed by excellent and gratifying results. The 
patient is relieved of pain and, if irreparable damage 
has not been causéd by the long continued pressure, 
motor weakness and sensory loss disappear. There has 
not been a single recurrence in this entire series of 
100 cases. There was one postoperative death due to 
contamination of the wound and bronchopneumonia. 
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Within the past few years extensive investigation of 
the harmful effects of dusts and the comparatively recent 
recognition of silicosis as a true occupational disease 
have stimulated the interest of physicians and indus- 
trialists toward this important and interesting problem. 

Mention of the effects of exposure to excessive 
amounts of dust has been found in the writings of 
observers dating back to ancient times. Agricola? 
described mining as a dangerous occupation. Para- 
celsus*? described the chronic lung trouble of miners 
as “lung consumption,” “asthma” and “dyspnea.” 

The first recorded section of a stonecutter’s lung was 
made in 1649 by Diemerbrock.’’ He found in cutting 
through the jung that there was a definite fecling of 










resistance to the knife. It felt as though he were 

cutting through some sandy body. Ramazzi:' was 

the first to recognize the significance of industrial dis- 

ease from chemical substances. He made an i: ‘tensive 

study of the harmful effects of dust on the res) iratory 

system. He found deposits of silica in the |ings of 

stonecutters. Willis? cites many more ini resting , 

observations by numerous workers down thro igh the ; 

ages. ' 
Silicosis may be defined as a pathologic con: ‘tion of ‘ 

the lungs due to the inhalation of silicon dios ide. It 

can be produced experimentally in animals. 
The greatest number of studies on silico. s have . 

been made in Great Britain, Germany, Austral, South . 

Africa, Italy, Canada and the United Stat: The h 

disease has been reported among workers in ‘he fol- “ 

lowing industries: n 
1. Mining of hard siliceous rock (copper, gold, si ver, zine, 

iron and hard coal). The disease is particularly prcvalent in is 

those who do drilling and blasting. : va 
2. Quarrying of granite, sandstone, limestone, quartz, slate, a 

rock -and crystal. 
3. Stone finishing and dressing siliceous rock such as granite pu 

and sandstone. fo 
4. Pottery making. pr 
5. Making of abrasives: sand, sandpaper and scouring poW- us 

ders. Hi 
6. Glass manufacturing. of 
7. Working with mineral earth. : 
8. Spray coating (plumbing materials). to. 





9. Manufacturing of silica bricks. 
10. Construction work (subways, tunnels). 


In this country there are about 500,000 workers who 
are exposed to silica dust.* Sladden’s * series of eighty- 
three cases among coal miners in Great Britain revealed 
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at autopsy an incidence of silicosis of 61 per cent. 
Haldane’s * studies on exactly the same number of cases 
revealed an incidence of 36 per cent. Sutherland and 
Bryson ° found that one out of four men among sand- 
stone workers had “Mason’s disease.” During 1925 
and 1926 Nelson ° found that 19.6 per cent of 4,067 men 
working in the Australian gold mining industry showed 
definite evidences of silicosis. The report of the Miner’s 
Phthisis Bureau‘ in South Africa revealed that during 
the period from 1912 to 1916 there was a yearly average 
of 800 new cases of silicosis and tuberculosis. From 
1920 t) 1923 there was a yearly average of 251 new 
cases. !n the period 1930-1931 the number of cases 
was ever) lower. 

The ‘rst American study of silicosis in miners was 


made |} Lanza and Higgins* in 1914 and 1915. Of 
720 mi:rs examined 45.7 per cent had silicosis, 14.5 
per cer’ had silicosis and tuberculosis and 5.4 per cent 
had tui -culosis alone. At the Picher Camp of the 
Tri-Sta' District of Oklahoma, Kansas and Missouri,’ 


27.553. ners were examined from 1927 to 1932. Of 
this nu ver 5,663 had silicosis, 472 had silicosis and 
tubercu) is and 320 had tuberculosis only. The 
statistic. of Smith and Fehnel?® reveal that of 208 


‘drillers, asters and excavators employed in New York 
City 57 «r cent showed silicosis in various stages of 
the dis« 


It is -nerally agreed by the majority of authors 


wherevc’ .xtensive investigations on silicosis have been 
carried that the special form of fibrosis character- 
istic of s. cosis is produced only by uncombined silicon 
dioxide. \ challenge to this conception of the etiologic 
factor 11. 1e production of the disease was issued by 
Jones " 1933 as a result of his work with sericite. 
Sericite 1. .lso known as white mica and is the hydrated 
silicate ©: aluminum and magnesium. Jones found a 
high inci «nce of silicosis wherever miners encountered 
rock ricli 11 sericite, and in mining localities where the 
rock contained a high percentage of silica but had no 
sericite i11 :t no silicosis was found. 


Lemon and Higgins '* conducted a series of experi- 
ments in which they injected sericite into the lungs of 
rabbits through an intratracheal catheter. After the 
animals were killed it was found that none of the 
pulmonary lesions produced were similar to the silicosis 
found either in experimental animals or in man. In a 
previous group of similar experiments in which they 
used boro silicate glass and aluminum oxide, Lemon and 
Higgins * were also unable to produce lesions typical 
of silicosis. 

Experiments by other investigators have also failed 
to verify the observations made by Jones. At the pres- 
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ent time workers in this country feel convinced that 
silicosis is a specific reaction to silicon dioxide. 

The following factors are of importance in the pro- 
duction of silicosis: 

1. The size of the dust particle. It is the consensus 
that particles up to 10 microns in diameter are of 
importance in the production of silicosis. Sappington ™ 
believes that only those particles with a diameter of less 
than 5 microns are capable of entering the pulmonary 
alveoli and causing damage. 

2. The number of particles per cubic foot of air. 
According to Dreessen and Jones,’* significant pul- 
monary fibrosis has not been found in persons exposed 
to less than 5,000,000 particles of dust per cubic foot 
of air. In any consideration of the actual dust count 
for a given volume of air, it must be borne in mind 
that the percentage of free silica in the dust is the 
factor of paramount importance. Gardner ** has pro- 
duced silicosis experimentally in animals by exposing 
them to concentrations of 200 million dust particles per 
cubic foot of air for a period of twelve months. 

3. Mineral content of rock. Quartz, which contains 
100 per cent of free silica, constitutes the most serious 
of silicosis hazards. Granite contains between 50 and 
60 per cent of free silica and is also a serious silicosis 
hazard. Cement contains a small amount of silicon 
dioxide and is consequently considered as a slight 
silicosis hazard by some authorities and as no hazard 
at all by others. The kind of rock must be known in 
order to determine whether the dust it produces can 
cause silicosis in persons who are exposed to it. 

4. The length of exposure. It was formerly believed 
that exposure of at least ten years’ duration was neces- 
sary for the production of silicosis. It is current opinion 
that with exposure to sufficient concentrations of dusts 
containing a high percentage of free silica the disease 
may develop in a considerably shorter period. Gard- 
ner *° has produced silicosis in animals in from twelve 
to eighteen months. Lanza‘ feels that two years’ expo- 
sure usually is the shortest period of time for the devel- 
opment of silicosis. An acute form of silicosis has been 
described in which the disease develops in less than one 
year of exposure to an intense concentration of dust 
that is high in the content of free silica. One of us 
(H. K. T.) examined three men employed in the 
Gawley bridge tunnel. In one of these men there was 
a history of six weeks’ exposure; he presented clinical 
evidences of silicosis. A second man worked as a rock 
driller for four months; he presented definite clinical 
and roentgen evidences of silicosis. The third man, who 
worked as a water carrier for one year, presented 
clinical and roentgenologic manifestations of advanced 
silicosis. Ornstein** states that in dust containing 
20 per cent of free silica with 200 million particles per 
cubic foot of air, the size of the particles averaging 
about 5 microns in diameter, it would take from four 
to five years for silicosis to develop. 

In considering any dust, the greater the percentage 
of free silica and the greater the concentration of small 
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particles per given volume of air the less will be the 
duration of exposure before silicosis makes its appear- 
ance. 

For many years it was believed that fibrosis such as 
occurs in silicosis was produced in response to mechani- 
cal irritation caused by the sharp hard quartz particles. 
Kettle !® considers that solubility is the primary factor 
in the harmfulness of silica and he believes that an 
insoluble substance is incapable of producing silicosis. 
Cummins *° agrees with Kettle. How silica acts in 
the production of fibrous tissue is not known. The 
action of silica in pulmonary tissue may be of a physico- 
chemical nature and the speed of its development 
depends on the rapidity with which fresh silica hydrosol 
is formed and brought into contact with pulmonary 
tissue. Substances, such as alkalis, which favor the 
formation of silica hydrosol accelerate the development 
of silicosis. Substances which retard the formation of 
the hydrosol from silica retard silicosis. Mavrogordato *! 
gives as the cause for simple silicosis the reaction of the 
reticulo - endothelial 
system to the in- 
vasion of tissue by 
free silica. 

According to 
Simson,” if par- 
ticles reach the 
alveoli, the cells 
lining the air spaces 
are stimulated to 
activity. They be- 
come active phago- 
cytes and the 
particles are en- 
gulfed. Some of 
the dust-laden phag- 
ocytes pass into the 
terminal bronchioles 
and vestibules. 
Large numbers of 





Fig. 1.—J. McF., a white man aged 58, 
who had ‘been a hard coal miner for eight 
years and a galvanizer for ten years, was 
diagnosed clinically as having silicosis. The 


sputum was persistently negative for tubercle dust-laden phag- 


bacilli. Roentgen examination revealed dif- 
fuse fibrosis with a coalescent nodular lesion ocytes 
in the subapical portion of the right upper - 
lobe and emphysema and confirmed the diag- 
nosis of silicosis. Postmortem examination 
showed diffuse anthracosilicosis. There was 
a large conglomerate nodule in the right 
upper lobe and dilatation and hypertrophy of 
the right side of the heart. 


accumulate 
and cause conden- 
sation of the tissue 
about the entrance 
to the primary lung 
unit. During the 
time of excessive inhalation of dust the dust cells are 
continually entering the condensed tissue at the terminal 
bronchiole of the anatomic lung unit. Other cells leave 
this area and enter the regional lymphatic vessels, along 
which they pass to the minute lymph masses that lie 
between the branches of the pulmonary artery and the 
adjacent bronchioles and the atria. The lymphoid tissue 
is stimulated by the dust cells and becomes hyperplastic. 
Aggregations of lymphoid masses are formed. These 
can retain only a limited number of dust cells, and with 
continuous arrival of more cells an overflow results. 
The cells in the overflow pass onward in the peri- 
bronchial and the perivascular lymphatics and are 
trapped in the lymph nodes at the root of the lung. In 
silicosis these lymph nodes are the first to show fibrosis. 

These changes are interpreted by Simson as primary 
lesions caused by the inhalation of any injurious dust. 
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When the majority of the inhaled particles contain 
silica, a specific and localized fibrosis, recognized as 
the silicotic islet, develops. The first evidence of this 
specific lesion is seen in the aggregation of dust cells 
representing the site of the lymphatic mass. <A small 
round area of fibroblasts appears in the center of an 
aggregation. On further development a central core 
of dense fibrous tissue is formed. This core becomes 
hyalinized and the older nodules take on the appearance 
of a whorl. The fully developed islet, therefore, has a 
central mass of dense hyaline fibrosis arranged 
whorls, and this mass is surrounded by a narrow zone 
of concentrically arranged fibrous tissue. Occasional 
large and small round cells and particulate matter are 
scattered between the connective tissue cells and the 
fibrils. The nodule is surrounded by dust cells and its 
growth depends on the continued arrival of these cells 
and the subsequent extension of the fibrosis at the 
periphery of the nodule. 

Gardner,”* in his gross description of the silicotic 
lung, emphasized the extensive pleural adhesions that 
are found on the surface of the lung. He found that the 
sarliest changes due to silicosis alone were smal! pleural 
and subpleural nodules of gray fibrous tissuc. The 
tracheobronchial nodes were small but deeply piymented 
and showed a few gray areas of scarring. /: more 
advanced cases there was widespread studdiny of the 
tissues with gray black nodules which were m: « com- 
pact and firmer than the surrounding lung. There was 
usually bilateral generalized distribution of the ‘esions, 
although the apexes and the outer third of the lung were 
somewhat less involved. The remaining lun; paren- 
chyma was emphysematous. The tracheolvonchial 
nodes were moderately enlarged and showe: a well 
demarcated fibrous body surrounding a dei e steel 
gray center. 

Simson believes that silicosis may also appear as a 
massive type of fibrosis. The massive lesions ire com- 
posed of many contiguous single and composite nodules. 
The intervening lung tissue is compressed and col- 
lapsed. These changes make the lung les; elastic, 
increase its bulk, make aeration less efficicnt and 
decrease circulation through the lung. More respira- 
tory. effort is needed for sufficient oxygenation of the 
blood. Increased respiratory effort is required to draw 
into the less elastic lung the same amount of air, and 
an increased tidal volume is needed because of the 
diminished aeration and impaired circulation. As the 
volume of the lung is increased, the chest later becomes 
fixed in partial inspiration, and respiration becomes 
more and more diaphragmatic. There usually develops 
a basal pleurisy, with adhesions to the diaphragm, and 
the diaphragmatic breathing becomes less efficient. 

It is interesting to note that Gardner ** feels that 
massive conglomerate nodulation is not due to fusion 
of smaller nodules. He believes that massive involve 
ment does not occur in pure silicosis. Such pathologie 
changes are due either to silicosis associated with 4 
previous pulmonary inflammatory lesion or t0 an 
infection superimposed on silicosis. 

SYMPTOMS us 

Silica may be inhaled over a considerable period d 
time without causing any symptoms. The sy . 
about to be described may occur in any chronic 
monary disease. 
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1. Shortness of breath. This is the cardinal symptom 
of silicosis. It is often the only symptom present. The 
shortness of breath is aggravated on exertion. There 
is no orthopnea present. The dyspnea is of progres- 
sively increasing severity. 

2. Chest pain. This is of frequent occurrence. The 
pain is generally located.anteriorly. It often occurs 
on one side only. Its severity is usually not sufficient to 
keep the person from his work. 

3. Cough. This 
symptom is a fre- 
quent one. The 
cough is usually un- 
productive. If ex- 
pectoration does 
occur it is viscid, 
tenacious, some- 
what bluish and 
difficult to expecto- 
rate. 

4. Hemoptysis. 
This occurs more 
frequently than is 
suspected. Blood 
streaked sputum is 
fairly common. 


Fig. 2 D., a white man aged 64, a 5. Night sweats. 
granite s itter for many years who used * : ; 
the ham: nd chisel, was diagnosed clini When present they 
cally as g silicosis. The sputum was * m 
negative ubercle bacilli. Roentgen ex- may be due to a 
aminatior led diffuse linear and nodular coexisting infection, 
fibrosis a nfirmed the diagnosis of sili- ° 
cosis. not necessarily tu- 

berculosis. 

6. Lo-. of weight and strength in advanced stages. 


The wea ness is due to the dyspnea and respiratory 
insufficien 

7. Gasirointestinal symptoms. These are common in 
the advaiced stages of the disease; for example, loss 
of appetit, epigastric discomfort and “indigestion.” 


PHYSICAL MANIFESTATIONS 

1. Lack of elasticity of the chest wall occurs during 
respiration. The impaired expansion of the chest may 
be extremely slight. It is usually the earliest finding. 

2. There is a harsh and shortened respiratory murmur 
with prolonged expiration. This is characteristic and 
is found relatively early in the disease. In some cases 
the breath sounds may simply be diminished. In others 
they may be louder than normal. 

3. Scattered rhonchi may be present. 

4. In far advanced disease there may be (a) increased 
pulse rate, (b) localized areas of dulness in the chest 
and (c) definite dyspneic distress. 


ROENTGEN EXAMINATION 


The roentgen examination offers the best and most 
reliable indication of the changes that take place, in 
silicosis.°* This is especially true in the early stages. 
The following roentgenographic classification has been 
sed at the Picher Clinic : 2° 

1. More fibrosis than usual: The hilar shadows are 
larger than normal; they are more than 7.5 em. from 
the midline and cover more than two interspaces and 
one rib. There is thickening of the bronchial tree, and 
this thickening often extends into the apexes. 
Da 
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2. Decidedly more fibrosis than usual: This condi- 
tion corresponds to the presilicotic hilar shadows, which 
are definitely enlarged and dense. Definite thickening 
of the bronchial tree is present, which extends to the 
periphery, involving the bronchioles and possibly the air 
vesicles. 

3. First stage silicosis: There is an increase in the 
size and density of the hilar nodes. Large calcified 
areas are present in and around the hilar shadows. 
There is an increase in the size and density of the lung 
markings. Small shotlike areas or “beads” are found 
along the thickened markings. When these “beads” 
become noticeable along the lower portion of the lungs 
there is a definite first stage silicosis. The areas are 
fairly dense, one-eighth inch or less in diameter; they 
are discrete and have a fuzzy, irregular outline. These 
areas increase in size, number and density as the disease 
progresses. 

4. Second stage silicosis: There is usually not much 
change in the hilar shadows as compared with the first 
stage. The “beads” along the lung markings are larger, 
more numerous and denser. The roentgen examination 
now presents a diffuse nodular lesion which is bilateral, 
and the lesions are of about equal density on the two 
sides. There are pleural adhesions to the diaphragm. 
The cardiac shadow is usually normal. . 

5. Third stage silicosis: The silicotic nodules tend 
to coalesce. Large irregular areas of markedly increased 
density are observed. These masses are usually present 
in the middle lung fields. 

Gardner is of the opinion that without the presence 
of nodulation a diagnosis of silicosis is unwarranted| 
The changes described before the first stage are not 
specific for silicosis but may be found when any type 
of dust is inhaled in great quantities and over a suff- 
cient period of time. 

The Lanza and Childs roentgen classification of sili- 
cosis is similar to the one here described. In the first 
stage the lung markings show an increase in density 
with small nodula- 
tions at the roots 
of the lungs. The 
diaphragm moves 
freely with respira- 
tion. There is no 
distortion of the 
thoracic contents. 

The second stage 
is characterized by 
a symmetric dis- 
semination of cir- 
cumscribed small 
dense areas, usually 
marked at the level 
of the hilar regions. 

The third stage 
shows further pro- Fig. 3.—P. D., a white man aged 28, a 

° ° sand blaster for twelve years, was diagnosed 
gression with mass- clinically as having silicosis. The sputum 


. s s was negative for tubercle bacilli. Roentgen 
ing of dense areas. examination tevealed advanced _ silicosis, 


Tracheal and medi-_ pleural adhesions and emphysema.  Post- 
: . F; mortem examination revealed silicosis and 

astinal distortions emphysema. 

appear and_ there 

is tenting and limitation of motion of the diaphragm. 
In more advanced types, large dense areas are found. 

These cases are called by many infective silicosis. It 


is very difficult to rule out tuberculosis in these cases. 














The classification of Pancoast and Pendergrass *° 
correlates the roentgen with the pathologic changes. 


First Stage—There is an increase in prominence and 


extent of the hilar shadows of the central zone, thicken- 
ing of the truncal shadows and an increase of linear 
markings in the midzone. There is evidence of enlarged 
tracheobronchial nodes. The outermost basal trunks 
are not so noticeably affected as the more mesial ones. 
Impaired diaphragmatic excursion is not noticed in the 
first stage. The appearance of the first stage may be 
produced by many inorganic dusts besides silica. Silica, 
however, will produce these changes in a comparatively 
short time. 

The appearance of the first stage may be simulated 
by (1) passive congestion due to cardiac disease, 
(2) acute and chronic respiratory infection, (3) irrita- 
tion from certain gases and (4) metastatic malignancy. 

Pathology of the First Stage: The numerous dust 
cells that have reached the tracheobronchial nodes, 
causing fibrosis and enlargement of these nodes, are 
responsible for the enlarged and dense hilar shadows. 

Second Stage—Roentgen examination reveals a 
typical mottling through the lungs. Small fibrotic 
nodules from the 
size of a pinhead to 
that of a pea are 
uniformly and sym- 
metrically arranged. 
The mottling is 
more marked at the 
roots and less pro- 
fuse at the apexes 
and bases. The dia- 
phragmatic excur- 
sion is often inter- 
fered with. The 
descent of the dia- 
phragm may be re- 
stricted only over 
the inner half. 

The _ characteris- 





Fig. 4.—J. C., a white man aged 59, a 
rock driller and excavator for twelve years, 


using an electric drill, was diagnosed clini- tic features of the 


cally as having silicosis. The sputum was 
negative for tubercle bacilli. Roentgen ex- 
amination revealed advanced silicosis with 
emphysema. The postmortem examination 
showed silicosis, bronchiectasis, emphysema 
and emphysematous bullae. 


second stage are 
(1) the general dis- 
tribution, (2) the 
similarity of the 
shadows as to size, shape and density and (3) the 
greater numbers of these shadows around the roots 
and lower portions of the lungs. 

Pathology of the Second Stage: As the small 
lymphoid deposits at the junctions of the peribronchial 
and perivascular lymphatics accumulate dust cells they 
grow larger, and later fibrosis takes place. When these 
deposits become large enough they will cast definite 
shadows on roentgen examination. 

The Third Stage-—The roentgen picture is that of a 
diffuse fibrosis with three distinct appearances : 

1. The larger nodules may coalesce into large and 
irregular masses or be found close together. 

2. There may be more or less diffuse fibrosis, with 
small nodules. This picture resembles extensive bilat- 
eral pulmonary tuberculosis. One cannot be certain 
from the roentgen examination whether a superimposed 
tuberculosis is present. There may be marked pleural 
thickening. Pleural effusion has been described. 





26. Pancoast, H. K., and Pendergrass, E. P.: Pneumonoconiosis 
(Silicosis), New York, Paul B. Hoeber, Inc., 1926. 
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3. There may be massive fibrosis with the appearance 
of extensive pulmonary consolidation. Although this 
may be unilateral, it is more often bilateral and sym- 
metrical. The lesion is apt to be subapical. The pleura 
is often thickened. Fibrous strands radiate downward, 
There is often gross deformity of the diaphragm with a 
loss of mobility. Emphysema, especially at the bases, 
is always present. The differential diagnosis from 
tuberculosis is difficult. 

Pathology of the Third Stage: The diffuse fibrosis 
results from the conglomeration of the smaller fibrous 
nodules of the second stage. The opinion expressed by 
Gardner and others that these large conglomerate areas 
are the result of a combination of silicosis and tuber- 
culosis has already been mentioned. 


DIAGNOSIS 

The clinical diagnosis of the condition must he based 
on the history, occupational history, present illness, 
physical and roentgen examinations and _laloratory 
studies. It is our opinion that the factor ©! prime 
importance in the diagnosis of silicosis is the history 
of exposure to siliceous dusts. A detailed occipational 
history is absolutely essential. The informatio: should 
contain in chronologic order all occupations ‘1 which 
the person was engaged, the length of time -pent at 
each position, the type of work performed and ‘he pro- 
tective measures, if any, that were used. I{ ie man 
worked as a rock driller or a sand blaster, th. type of 
rock encountered should be made known so that its 
free silica content may be determined. 1. record 
that a certain patient was a miner is not en “gh. It 
is important to ascertain what type of work ie man 
did in the mine, what minerals were minec .nd the 
number of years spent underground. An esti’ .ation of 
the concentration of dust should be soug! It is 
important to know whether the individual us: | a jack 
hammer, a compressed air drill or dynamite in /lasting. 
Miners, drillers and sand blasters have often co: ::mented 
that the air in which they worked was black \, ith dust. 
Often protective devices were inadequate. ome of 
our patients stated that even though they wore masks 
they inhaled mouthfuls of dust. The examiner should 
ascertain whether wet or dry drilling was uscd when 
he questions men employed as rock drillers. 


DIFFERENTIAL DIAGNOSIS 

Several conditions must be ruled out before the diag- 
nosis of silicosis can be made with certainty. According 
to Sappington,* the more important of these are: 

1. Generalized pulmonary carcinomatosis. 

2. Syphilis of the lung. This condition is extremely 
rare and is accompanied by other manifestations 
syphilitic infection. 

3. Miliary tuberculosis of the lung and tuberculous 
bronchopneumonia. 

4. Pulmonary aspergillosis. 

The emphasis that Pancoast and Pendergrass *° place 
on the fact that the picture of first stage silicosis may 
simulated by chronic passive congestion, respiratory 
infection, irritation from certain gases and metastatle 
malignant growths must be borne in mind. 


COMPLICATIONS ue 

The increased incidence of acute and chronic respif@ 
tory diseases in men engaged in dusty occupations 
(miners, stone masons, sand blasters, rock ¢ 





@&> @85 =< me. 





















pottery workers) has been reported from all parts otf 
world. Pneumonia, bronchitis, asthma, emphysema 
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pulmonary tuberculosis are prevalent among miners. 
Pneumonia is very common among young persons. 
These patients usually do not survive the infection. 
Secondary bacterial invasion may cause still greater 
damage to the silicotic lung. A chronic bronchitis or 
bronchiectasis may develop as the result of invasion by 
streptococci, staphylococci, or pneumococci. In general, 
the silicotic lung is more susceptible to bacterial infec- 
tion than the average lung. This is probably due to 
the irritation of the 
respiratory tissues 
by inhaled dust par- 
ticles, which renders 
the mucous mem- 
brane susceptible to 
infection. The toxic 
influence of certain 
organic dusts on 
tissue may be an 
influencing factor.*’ 
Bronchiectasis, lung 
abscess and gan- 
grene of the lung 
occur frequently in 
miners of hard rock. 
Failure of the 





Fig. 5. V., a white man aged 28, a right side of the 
stonecutte: ten years, was diagnosed j 
clinically ving silicotuberculosis. The heart iS frequently 
sputum \ sitive for tubercle bacilli. a terminal event and 
Roentgen nation confirmed the diag- he i li 
nosis of si erculosis. Postmortem exam- the immec late cause 
ination shi pulmonary tuberculosis with ie 
cavitation e right lower lobe and sili- of death of patients 
cosis, suffering from sili- 

cosis. 
The pr cnosis of silicosis is poor. Once the disease 


is establis!:d it progresses slowly, even if the person 
is remove! irom his dusty occupation. There may be 


absence of «xposure for twenty years before symptoms 
appear. 
TREATMENT 
There is io treatment for silicosis. All hope to stem 


the disease lies in preventive measures. Fans, exhaust 
pumps anc filters of various types have decreased the 
concentration of dust in plants in which silicosis is a 
hazard. Personal respiratory protection such as masks 
should be offered to men working in dusty industries. 
Changes of occupation in plants should be provided for. 
At the earliest signs suggestive of silicosis, a man 
should leave the dust industry and seek occupation 
elsewhere, 

We have mentioned the decided decrease within the 
past few years of silicosis in South Africa. Hildick- 
Smith ** believes that in time silicosis will cease to be 
4 matter of serious concern to the mining industry in 
South Africa. He feels that this will be accomplished 
by the elimination of dust from the underground air. 


SILICOTUBERCULOSIS 


Investigators in all parts of the world have con- 
nually stressed the fact that-the incidence of tuber- 
ee among persons with silicosis is considerably 
igher than among the rest of the population. This 
conception is almost universally accepted. The phrase 
Petey susceptibility to tuberculosis” is included in 
€ definition of silicosis as given by the United States 
ublic Health Service. It is also generally agreed that 
2% Hild: Public Health Service. 


J, nary ; a Pa South African Mining & Engin- 
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a large percentage of persons with silicosis die from 
a superimposed tuberculous disease. According to 
Gardner ** at least 75 per cent of those in whom silicosis 
develops die of tuberculosis, which may make its 
appearance at any stage of the disease. In many 
reported series the diagnosis of silicotuberculosis was 
made from the history, physical manifestations and 
roentgen examinations. In scanning the literature we 
are impressed by the infrequency with which reports 
are based on autopsy material. Gardner ** believes 
that tuberculosis superimposed on silicosis is of the 
proliferative type. In his experience with silicotuber- 
culosis there is little exudation and caseation. Tubercle 
bacilli may not be demonstrated in the sputum for many 
years. He claims that cavities, if they do occur, are late 
manifestations. Under these circumstances we are led 
to assume that the diagnosis of tuberculosis super- 
imposed on silicosis can be made only by symptoms and 
roentgen examinations. In our discussion on the 
symptomatology of silicosis we mentioned the fact that 
these symptoms may occur in any chronic disease of 
the lung. Lanza*’ points out that infection from 
silicosis manifests itself by the appearance of night 
sweats, loss of weight, profuse expectoration and the 
presence of rales. He further states that infection, if 
it does occur in silicosis, is usually tuberculous. The 
conditions mentioned by Lanza may occur in any 
pulmonary infection and are not at all pathognomonic 
of tuberculosis. In view of the frequency of non- 
tuberculous chronic pulmonary infection such as bron- 
chiectasis or lung abscess complicating silicosis, we 
are not convinced that the diagnosis of tuberculosis 
superimposed on silicosis can be made with any degree 
of accuracy on the appearance of these manifestations. 

The roentgen diagnosis of a fibrotic type of tuber- 
culosis superimposed on a silicotic lung, which is in 
itself a fibrosed 
lung, appears to us 
to be exceedingly 
difficult and almost 
impossible to make 
with any degree of 
certainty. It must 
be borne in mind 
that silicosis is a 
progressive disease 
and that the fibrotic 
changes in the lung 
spread slowly and 
eventually involve 
large areas, areas in 
which one ordina- 
rily expects tuber- 
culous changes to 
take place. Ornstein 





Fig. 6.—N. P., a white man aged 53, a 
driller and loader in a coal mine for twenty- 
two years, who used an electric drill, was 
. diagnosed clinically as having silicotubercu- 
stresses these diffi- losis. The sputum was positive for tubercle 


bacilli (Gaffky 2 to 4). Roentgen examina- 
tion revealed diffuse nodular fibrosis, thick- 
ened pleura with adhesions on the left side 
and _ silicosis. Postmortem examination 
showed pulmonary tuberculosis with exca- 
vation in the left upper lobe, silicosis, tuber- 
culous empyema and sanguineous pleurisy. 


culties in the clinical 
diagnosis of tuber- 
culosis and feels 
that, because of 
these barriers, er- 
rors in diagnosis are frequently made. It is therefore 
a possibility that these statistical studies on silicotuber- 
culosis which are based on clinical and roentgen studies 





29. Gardner, L. U.: The Pathology of Pneumoconiosis, New York 
State J. Med. 36: 1377-1381 (Oct. 1) 1936. 

30. Lanza, A. J.: Clinical Features and Industrial Significance of 
Silicosis, New York State J. Med. 36: 1386-1388 (Oct. 1) 1936. 
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alone are not very accurate. Ornstein ‘* reported 110 
cases admitted with the diagnosis of silicotuberculosis 
to the tuberculosis services of two hospitals in New 
York City. Some of these cases were diagnosed at the 
tuberculosis clinics of the health department, where 
the clinic physicians specialize in diseases of the chest. 
In other instances the diagnosis was made by private 
physicians. In fifty-one of these cases, after a careful 
study, the diagnosis of silicosis was excluded. Of the 
remaining fifty-nine cases, thirteen were found to give 
no evidence of clinical tuberculosis but showed far 
advanced silicosis. This left forty-six out of the original 
110 cases in which men doing an extensive amount of 
work on chests felt that the diagnosis of silicotuber- 
culosis was justifiable. This adds to the impression 
that statistics based on clinical methods cannot be 
accepted as entirely accurate. We feel that Ornstein is 
justified in his belief that no clinical diagnosis of active 
tuberculosis should be made when there is copious 
expectoration and when persistent examination of the 
sputum fails to reveal tubercle bacilli. His second 
axiom, that the diagnosis of silicosis cannot be made 
without a history of definite exposure to silica dust, 
is also well taken. 
If these points are 
constantly kept in 
mind, it seems plau- 
sible that the num- 
ber of reported 
cases of definite sili- 
cotuberculosis — will 
become noticeably 
smaller and that the 
almost universally 
accepted present day 
theory that tuber- 
culosis eventually 
develops in a large 
percentage of per- 
sons with silicosis 
will be modified. 
At this time a 
few words with ref- 








Fig. 7.—G. B., a Negro aged 47, had been 
a stone driller in mines, tunnels and subways 
for twenty-five years. The clinical diagnosis 
was silicotuberculosis. The sputum was posi- 
tive for tubercle bacilli (Gaffky 3 to 5). 
Roentgen examination revealed diffuse linear erence to death from 


and nodular fibrosis, bilateral caseous pneu- ce - 
monic tuberculosis, emphysema and _ silico- tuberculosis occur- 


tuberculosis. Postmortem examination showed ring in persons with 
silicotuberculosis, caseous-pneumonic tubercu- oat ° ° 
losis and adhesive pleuritis. silicosis would be in 
order. If death were 
actually caused by tuberculosis, the fact must be 
acknowledged that the disease was active. That person 
should have had a positive sputum and the tuberculous 
disease must have been of the ulcerative rather than of 
the proliferative type. Tuberculosis cannot be said to 
have been the cause of death in persons with the fibrotic 
type of disease. There is more reason to assume that 
in cases of productive tuberculosis superimposed on an 
extensive silicosis death would eventually be due to 
failure of the right side of the heart secondary to struc- 
tural changes in the lung. The mechanism would be 
similar to that produced in a far advanced uncompli- 
cated silicosis with extensive pulmonary emphysema. 
Auerbach ** reported the gross and microscopic 
changes in a series of twelve cases of silicotuberculosis 
at autopsy. Every one of these patients had a per- 
sistently positive sputum while alive. At postmortem 
examination the tuberculosis was found to be of the 
caseous pneumonic type in every instance. There were 








31. Auerbach, O.: Quart. Bull. Sea View Hosp. 2: 3-27 (Oct.) 1936. 
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tuberculous cavities present in the usual apical and 
subapical regions in most cases. In a few cases the 
cavities were in the midportion of the lung. The 
microscopic appearance of areas of caseation surround- 
ing the silicotic nodules is described in great detail. In 
his paper Auerbach also included the postmortem 
changes in three cases of silicosis without tuberculosis, 


Cases Admitted to Medical Services of Sea View Hospital 
from 1932 Through 1937 





— 
ee 





{ Tn hospital ) 

ay: 2 | Diagnosis based on 

Living 19 f history and clinical and 
J 


{ 
Discharged roentgen examinations 
17 
Silicosis 26 { 
| 2 had extrapulmonary tuberculous lesions 
| and died of a generalized miliary 
| Dead 7 tuberculosis 





| 

| 

| 

| 

| 

| Postmortem} 5 had silicosis, emphysema, ¢ardiae 

examination| hypertrophy and dilatation 
J 

' 

| 

| 

| 

| 

| 


66 cases i 3 had nontuberculous excavations 
{ In hospital ) 
| 8 | 
| Living 15 | 
| | Discharged | Diagnosis based on his- 
| Silico- ' | 7 | tory and Clinical and 
| tubereulo- } | roentgen ex: ,inations 
| sis 40 Yo postmortem | 


| {2 
| | examination | 
| Dead 25 | 7 

| Postmortem 

| examination 





One of these was a man aged 72 who gave ~ history 
of thirty-five years of constant exposure to <iliceous 
dust. During the patient’s stay in the ho-)jital his 
sputum was persistently negative for tuberc’ bacilli. 
Death was attributed to heart failure. At aut: «sy there 
was extensive silicosis with no evidences «' tuber- 
culosis. There were evidences of cardiac failure. The 
two remaining cases presented histories of ;rolonged 
exposure to dust. In one there was a_ markedly 
advanced anthracosilicosis and in the other an .dvanced 
stage of silicosis with a nontuberculous abscess of the 
lung. The sputum of both of these men had always 
been negative for tubercle bacilli. These observations 
do not agree with those of Riddell,*? who foind that 
the lungs of many silicotic patients whose sputum was 
constantly negative during life showed extensive tuber- 
culous involvement at autopsy. 

From 1932 through 1937, sixty-five persons with 
silicosis and silicotuberculosis were admitted to the 
medical services of Sea View Hospital. The ages 
these patients ranged from 26 to 72 years, with an 
average age of 47 years. There was a history of 
exposure to harmful dusts in every instance. 
length of the occupational history varied from one 
forty-seven years, with an average duration of 153 
years. Among the industries represented were miming 
of hard coal, stonecutting, metal grinding and polishing, 
sand blasting, rock drilling, foundry work and excavat 
ing. A definite history of the use of a jack hammer 
or a compressed air drill was obtained in thirty-nime 
instances. : 

The exact interval from the time the patient left his 
dusty occupation until his admission to the hospital w# 
obtained in forty instances. There were eight 
admitted within one year, seven from two to five yea® 
eighteen from five to ten years and seven after tem yee 
Despite the adequate history of exposure to ™ 





32. Riddetl, A. R.: The Clinical Aspects of Simple Silico 
cosis with Tuberculosis, Am. Rev. Tuberc. 29: 36-42 (Jan.) 1 








th: 


























ry 
1S 
is 


ys 
ns 


oe 


AR eS 


* 





SREBEBE Fa 











| 








SILICOSIS—TAYLOR 


VotumE 111 
NuMBER 2 
dusts, the referred diagnosis for admission to Sea View 
Hospital was chronic pulmonary tuberculosis in forty- 
three of the sixty-five cases. Nineteen patients were 
admitted with the diagnosis of silicotuberculosis. In 
one case a diagnosis of asthma had been made before 
admission and in the remaining two cases no definite 
diagnosis had been recorded. 

The fact must be borne in mind that all the admis- 
sions to Sea View Hospital come either from the medical 
or from the tuberculosis service of other hospitals or 


from the tuberculosis clinic of the department of health. 
It is the cfore logical to assume that these patients had 
been ex.inined by at least one man specializing in 
diseases of the chest. It is because of this clinical error 
in the li 1ds of men trained in pulmonary diseases that 
we were \rompted to analyze the cases admitted to Sea 
View 1! pital and to present our observations. 

A stu’: of the forty-three cases admitted with the 
diagnosi- of chronic pulmonary tuberculosis revealed 
that in «teen repeated examination of the sputum and 
even re; ted analyses of the gastric contents failed to 
show th: presence of tubercle bacilli. Four of these 
patients cd and came to autopsy. In three of these 
the posi ortem examination revealed extensive sili- 
cosis wit narked emphysema, hypertrophy and dilata- 
tion of t. heart, especially the right side of the heart. 
One of se had nontuberculous excavations. The 


fourth c: 
the lung 


showed a terminal miliary tuberculosis. of 
iperimposed on an advanced silicosis. Death 


was due |) a tuberculous meningitis. There was also 
extensive ‘uberculous disease of the prostate, seminal 
vesicles, « ididymides and testes with no pulmonary 
tuberculous focus responsible for the miliary dissemina- 
tion. ©i the remaining fifteen patients with persis- 
tently neg.tive sputums, thirteen were discharged after 
thorough «!inical and roentgen studies, with the diag- 


nosis of silicosis. Two patients are still in the hospital. 
The roentgen changes in this group of fifteen patients 
varied considerably. In two cases there were marked 
fibrotic changes of advanced silicosis. In one instance 
the films revealed a bilateral, symmetric fibrosis. The 
remainder of the cases showed a symmetric nodular 
dissemination most profuse in the middle fields of the 
lungs. In these instances, silicosis was immediately 
suspected. 

Twenty-four of the forty-three patients admitted with 
the diagnosis of tuberculosis had a positive sputum. Of 
this group, sixteen have died and permission for 
autopsies were obtained in eleven instances. All these 
showed an extensive caseous-pneumonic type of tuber- 
culosis together with widespread silicosis. There were 
multiple tuberculous excavations in the upper lobes. 
Roentgen examination of the remaining thirteen patients 
in this group showed a caseous pneumonic type of 
tuberculosis and a disseminated nodular infiltration 
which was interpreted as silicosis. Four of these 
patients are still in the hospital and four have left against 
advice, 

There were nineteen patients in whom the diagnosis 
of silicotuberculosis had been made before admission to 
Sea View Hospital. Nine of these patients thave died 
- 2 seven of this group a postmortem examination 
: S obtained. On autopsy, advanced silicosis in addi- 
‘on to caseous pneumonic tuberculosis was found in 
One 4 ate _—- without tuberculosis was found. 
were lien a nontuberculous excavations. The 
a ate ed Pott's disease of the cervical spine and 

culosis of the genito-urinary tract and died of a 
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generalized miliary dissemination. In three of the 
remaining ten patients, tubercle bacilli were never 
recovered from the sputums or gastric contents. 
Roentgen examination revealed a diffuse bilateral sym- 
metric nodular fibrosis interpreted as uncomplicated 
silicosis. These three patients were discharged with 
a diagnosis of silicosis. The remaining seven patients in 
this group had positive sputums for tubercle bacilli. 
Three of these patients have left the hospital. Roentgen 
examinations were indicative of silicosis and caseous 
pneumonic tuberculosis. Four patients are still in the 
hospital. They have widespread bilateral caseous- 
pneumonic tuberculosis with many large coalescent 
fibrotic lesions. 

Of the three remaining patients in the entire group, 
one was admitted with a diagnosis of asthma. Roentgen 
examination revealed moderately advanced caseous 
pneumonic tuberculosis with silicosis. This patient died 
and postmortem examination revealed extensive silico- 
tuberculosis. In the other two cases, no diagnosis had 
been made prior to admission. In one case the sputum 
was positive for tubercle bacilli. A clinical diagnosis 
of silicotuberculosis was made. This was verified at 
autopsy. In the third 
case the sputum was 
continuously nega- 
tive. The patient 
had been a miner 
of hard coal for ten 
years. He was dis- 
charged with a diag- 
nosis of silicosis and 
is now working 
again. 

In addition to our 
own group of sixty- 
five patients there 
was one with silico- 
sis at the Richmond 
County Farm Col- 





Fig. 8.—L. H., 


a white man aged 33, a 


ony, a white man chauffeur, had ne history of exposure to 
aged 71. who had dust. The clinical diagnosis was pulmonary 
tuberculosis. The sputum was positive for 

been a stonecutter tubercle bacilli (Gaffky 4 to 6). Roentgen 
= ™ ‘ examination revealed silicotuberculosis. Post- 

for twenty years. mortem examination showed pulmonary tuber- 
About six months  culosis with cavitations, acinous nodose 


tuberculosis of all lobes, caseous bronchitis 
and emphysema. 


before his death he 
began to complain 
of increasingly severe dyspnea, weakness, pain in the 
chest and cough. His sputum was negative for tubercle 
bacilli. Autopsy revealed extensive silicosis and non- 
tuberculous excavations. There was marked emphy- 
sema with many blebs. There was also extensive cardiac 
hypertrophy and dilatation. 

Atypical Cases (not included in the foregoing 
group ).—There were three patients in whom the clini- 
cal and roentgen changes were strongly suggestive of 
silicotuberculosis. One of these, a white man aged 54, 
gave a history of working all his life as a paint chipper 
and caulker in shipyards. An analysis of the paint used 
for ships’ bottoms showed a silicon dioxide content of 
24.5 per cent. The patient had a positive sputum, and 
roentgen examination revealed an acinous and nodular 
infiltration throughout the upper two thirds of both 
lungs. There were irregular confluent areas present 
and there was a small excavation in the left subapical 
region. The impression was tuberculosis superimposed 
on silicosis. At autopsy an extensive pulmonary tuber- 
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culosis with cavitation in both lungs and a diffuse 
caseous bronchopneumonia were found. There were 
marked emphysema and adhesive pleurisy. There were 
no gross or microscopic evidences of silicosis. 

A white man aged 33, a chauffeur, gave a history 
of tuberculosis of seven years’ duration. There was no 
history of dusty occupation. Sputum was positive for 
tubercle bacilli. Roentgen examination revealed diffuse 
acinous and nodular changes irregularly distributed 
throughout both lungs, superimposed on a_ caseous 
pneumonic lesion. The productive changes predom- 
inated. The impression from roentgen examination 
was silicotuberculosis. Autopsy disclosed pulmonary 
tuberculosis with bilateral cavitation and extensive 
acinous nodose tuberculosis of all lobes. . Both lungs 
were emphysematous. Silicosis was not observed. 

The third patient, a white man aged 54, had no 
history of exposure to dust. Sputum was positive for 
tubercle bacilli. The roentgen examination revealed a 
bilateral casegus pneumonic tuberculosis of the upper 
lobes with some changes suggestive of silicosis, and 
investigation for silicotuberculosis was recommended. 
Autopsy revealed pulmonary tuberculosis with cavita- 
tion in both lungs, acinous nodose tuberculosis, bron- 
chiectases of both lower lobes and chronic adhesive 
pleurisy. 

There was a fourth patient who presented some very 
interesting and atypical conditions. A white woman 
aged 52 was admitted to Sea View Hospital Sept. 15, 
1935. A diagnosis of chronic pulmonary tuberculosis 
had been made in 1933, at which time her sputum had 
been positive for tubercle bacilli. Subsequent speci- 
mens of her sputum were continuously negative. Death 
occurred October 14. The patient’s complaints were 
rapidly increasing dyspnea, marked loss of weight and 
nonproductive cough. The patient was a housewife, and 
no history of exposure to dust could be elicited. Roent- 
gen examination showed extensive bilateral involvement 
with numerous dense fibrotic masses and excavations, 
with a large mass at the roof of the right lung. A 
mediastinal mass was present. 

There was increasing dyspnea, with strangulation and 
death. Postmortem examination showed interlocking 
trabeculated cavities in both lungs. These cavities were 
surrounded by firm, flat, slate gray areas which on 
microscopic examination showed the typical whorled 
arrangement of the silicotic lesion. There was tremen- 
dous enlargement of the tracheobronchial and para- 
tracheal nodes. These also contained firm, slate gray 
areas. The heart was hypertrophied and dilated. 


SUMMARY 

Sixty-five patients with silicosis and silicotuberculosis 
were under observation in Sea View Hospital. Forty- 
three were referred for admission with a diagnosis of 
pulmonary tuberculosis, nineteen with a diagnosis of 
silicotuberculosis and three with no recorded diagnosis. 
A study of this group revealed that twenty-six had 
silicosis and forty had silicotuberculosis. 

All admissions to Sea View Hospital are potentially 
tuberculous. Nontuberculous patients are not referred 
for admission. A patient could not be referred, nor 
would he be admitted to the hospital, with a diagnosis 
of silicosis. With the exclusion of clinically diagnosed 
cases of silicosis the incidence of silicotuberculosis in 
our group is 60.6 per cent. From this it may be 
assumed that the incidence of tuberculosis and silicosis 
is considerably below 60 per cent in a nonselected 
group at large. 





Jour. A. M. A. 
JuLy 30, 1938 


The diagnosis of silicosis or silicotuberculosis rarely 
presents difficulties. Three proved cases of silicosis 
presented pulmonary excavations. At no time was the 
tubercle bacillus recovered from the sputum or gastric 
contents. Because of the persistently negative sputums, 
even in the presence of pulmonary excavations on 
roentgen examination, a diagnosis of silicosis was made 
and pulmonary tuberculosis excluded. 

The total number of deaths from silicosis and silieo- 
tuberculosis was thirty-two. Permission for post- 
mortem examinations was obtained in twenty-five. Ip 
seven of these patients silicosis was demonstrated, three 
of which presented nontuberculous excavations, with 
no tuberculosis. In this same group there were two 
cases of extrapulmonary tuberculosis in which death 
occurred from a generalized miliary lesion. During 
hospitalization these patients never had a_ positive 
sputum. The cases of tuberculosis all showed a caseous- 
pneumonic type of lesion, and during hospitalization a 
persistently positive sputum was present in all. 

667 Madison Avenue. 





SPONTANEOUS PNEUMOTHORAX COM- 
PLICATING PNEUMOTHORA* 


THERAPY 


WITH RECOVERY AFTER PNEUMONOLYS'5; 
REPORT OF THREE CASES 


J. W. CUTLER, M.D. 


PHILADELPHIA 


Spontaneous pneumothorax may complic: ‘ce pneuw- 
mothorax therapy for pulmonary tuberculo:'. at any 
time during the course of treatment. It is !ways a 
serious and may be a fatal complication. It variably 
requires emergency treatment. 

Although many writers recognize perforation of the 
lung at the base of an adhesion as one of ihe ways 
in which a spontaneous pneumothorax may develop 
during pneumothorax treatment, a survey of recent 
literature fails to disclose mention of pneumvnolysis as 
a specific form of surgical intervention to cure this 
particular type of spontaneous pneumothorax. There 
is no reference to it in Alexander’s book “The Col 
lapse Therapy of Pulmonary Tuberculosis” or in Mat- 
son’s writings. 

Since November 1936, spontaneous pneumothorax 
has developed in three patients under my care following 
a therapeutic refill, which, as will be shown, was the 
result of a tear in the visceral pleura at the base of am 
adhesion, with the adhesion remaining attached to the 
lung and preventing self closure of the perforation. 
two, the spontaneous pneumothorax occurred two 
and fourteen months respectively after pneumothorax 
therapy was instituted and successfully main 
Both of these patients had a simultaneous bilater 
artificial pneumothorax. In the third patient,” 
unilateral collapse, the spontaneous pneumot 
developed immediately after the first refill. The comr 
plication was serious in each instance and failed to 
respend to the usual therapeutic procedures, including 
continuous decompression. Closed intrapleural pa 
monolysis was carried out to sever the pleural ad 
known to be present and was successful in permat 
abolishing the spontaneous pneumothorax in 





From the Henry Phipps Institute and Graduate Hospital, Unive 
of Pennsylvania School of Medicine. 
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REPORT OF CASES 

Case 1.—Although chronologically this is the third case in 
this series, it is cited first since it portrays the mechanism 
of traumatic spontaneous pneumothorax more strikingly than 
the first two cases. 

Mrs. M. K., white, aged 26, has been ill with clinical tuber- 
culosis since September 1936. When I first saw her, in 
consultation Oct. 4, 1937, she had far advanced bilateral tuber- 
culosis with extensive cavity formation in each lung. Pneumo- 
thorax was instituted 
on the right side on 
October 9 and 200 cc. 
of air was introduced 
under negative pres- 
sure. Except for the 
usual discomfort fol- 
lowing the induction 
of pneumothorax, the 
treatment was entirely 
uneventful. A refill of 
200 cc. of air was 
given two days later. 
The intrapleural pres- 
sure was negative be- 
fore and after treat- 
ment. Within a few 
minutes after the with- 
drawal of the needle, 
the patient complained 
of shortness of breath. 





Fig. 1 1).—Spontaneous pneumo- 


thorax on ight with the needle in the 


pleural cay permit continuous decom- 
pression. \ adhesions in the upper sixth It seemed to increase 
portion of t eural cavity. For the most 


part these sions were short bands of in severity, and air 


varying thi The tear in the right was withdrawn. The 
lung was at ase of the nearest band and : : 
followed the therapeutic refill. Complete patient, however, failed 


recovery | d after severance of the to 
offending a ns and collapse therapy was 
continued. 


obtain the relief 
expected, and it be- 
came apparent that a 
spontaneou eumothorax had developed. Continuous decom- 
pression wit! the aid of a suction pump was continued for three 


full days without lasting relief. In the meantime the patient 
became definitely weaker and the outlook appeared ominous. 
In the roenteenogram of October 15 (fig. 1) the extent of the 
penumothorax did not appear excessive, but many adhesions 


were noted in the upper third of the right side of the chest. It 
was now believed that the spontaneous pneumothorax was the 
Tesult of a tear in the lung near the base of one of the apical 
adhesions, occasioned by the sudden stretching of the adhesions 
following the refill. With the adhesions under tension and 
remaining attached to the surrounding lung, it was reasonable 
to assume that they kept the edges of the tear apart, permitting 
4 constant stream of air to enter the pleural cavity with the 
inevitable result of a high tension pneumothorax. Severance 
of the offending adhesions to relieve the pull on the lung and 
permit self closure of the rent was therefore a logical procedure. 

A diagnostic thoracoscopy was made October 15. Many 
extensive adhesions, for the most part short, thick bands, were 
noted at the apex and in the region of the first and second 
anterior interspaces. While the forceps thoracoscope was being 
manipulated, one of the blades was temporarily placed on the 
lung, at the base of the nearest band, and the surrounding lung 
immediately inflated. When the forceps blade was rentoved, 
the surrounding lung quickly deflated. This procedure was 
repeated several times with the same sequence. It was clear 
that the tear in the lung was at the base of the band adhesion. 
It could not be visualized, however, on direct inspection. The 
poi adhesion in question was severed, together- with some 
di — string adhesions nearby. The surrounding lung imme- 
lately inflated and the patient obtained marked relief of her 


=. Continuous decompression was discontinued and the 
. Png an uneventful recovery. Pneumothorax on the 
git side has been continued with no ill effects. 


a 2—Mrs. J. B., white, aged 25, had been receiving 
side mothorax treatment for advanced tuberculosis on the left 
since 1930. Oct. 10, 1936, a simultaneous bilateral 
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pneumothorax was instituted for advancing disease and recent 
cavity formation in the right lung and a satisfactory collapse 
was established. The right-sided pneumothorax was com- 
plicated by at least two apical adhesions located almost entirely 
above the circle of the first rib, which in the roentgenogram 
appeared to be cords of medium size. November 7 the patient 
received the usual refill on the right side and did not complain 
of anything unusual. The intrapleural pressure was negative 
before and after the refill, as it had been throughout the entire 
course of treatment. That evening, however, she became short 
of breath and decompression became necessary. Finally a 
needle was left in place in the right pleural cavity for twelve 
hours. This proved sufficient to correct the spontaneous 
pneumothorax and the patient continued with her weekly 
therapeutic refills until December 1. On that day, immediately 
after a refill, a spontaneous pneumothorax again developed on 
the right side. The spontaneous pneumothorax failed to 
stabilize itself after simple decompression and the patient was 
admitted to the Graduate Hospital and continuous decompres- 
sion was established. The roentgenogram made on admission 
(fig. 2) revealed the cord adhesions previously noted extending 
from the apex of the lung to the apical pleura. In addition 
there was increased collapse of the right lung, the result of 
the spontaneous pneumothorax. There was no pleural fluid, 
nor were there symptoms of toxemia to indicate ulceration 
of the lung and emptying of tubercle bacilli and pyogenic 
organisms into the right pleural cavity, as happens so com- 
monly in sportaneous pneumothorax complicating pneumothorax 
therapy. The only symptom was marked and _ increasing 
dyspnea. 

The repeated spontaneous pneumothorax in this case could 
be explained on the supposition that one of the adhesions had 
produced a small tear in the lung near its point of attachment 
on the visceral pleura. When one considers the rapid change 
in intrapleural pressure, the sudden increase in collapse of the 
lung and the marked increase in tension on pleural adhesions 
that follows the average pneumothorax refill, there is much 
cause for wonder that more adhesions do not give way in the 
course of treatment. 

It is reasonable to suppose that at first the tear was slight 
and sealed itself automatically when the intrapleural pressure 
was reduced and the tension on the collapsed lung and adhesion 
was lessened by the decompression. In time, however, the 
rent apparently became 
larger and the spon- 
taneous pneumothorax 
more severe, and the 
suspended adhesions, 
put greatly on stretch, 
kept the edges of the 
tear in the lung apart 
so that the patient 
could no longer obtain 
relief. If this sequence 
of events was correct, 
it should follow that 
if the offending adhe- 
sions were severed the 
natural elasticity of 
the lung would close 
the fistula. Closed in- 
trapleural pneumonol- 
ysis was therefore the 








Fig. 2 (case 2).—Spontaneous pneumo- 
only logical solution thorax on the right following a pneumo- 


thorax refill two months after the collapse 
had been successfully maintained. There 
was marked collapse of the right lung even 
after removal of large quantities of air. 
Apical cord adhesions can be seen in right 
pleural cavity. The tear in the lung was 
believed to be near the base of the larger 
cord adhesion. Complete recovery followed 
pneumonolysis. Bilateral pneumothorax has 
been maintained without difficulty. 


to the problem if thera- 
peutic pneumothorax 
was to be maintained. 
The operation was per- 
formed December 2, 
and one moderately 
thick apical band ad- 
hesion and one small 
apical cord adhesion were severed. Immediate relief of the 
dyspnea occurred. Continuous decompression was discontinued 
soon after the operation and simultaneous bilateral pneumo- 
thorax maintained. There has been no recurrence of symptoms 
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of spontaneous pneumothorax, although the refills are of aver- 
age quantity and are given at regular weekly intervals. 
Although a careful search of the pleural surface for the exact 
location of the tear was unsuccessful, the clinical result follow- 
ing the operation left little room for doubt that the adhesions 
were the responsible factor. 

Case 3.—J. W., a white man, aged 28, had been having 
right-sided pneumothorax since May 1933 and simultaneous left- 
sided pneumothorax since June 10, 1936. The pneumothorax 
on the left was complicated by a conical cord adhesion, which 
had its parietal attachment in the second anterolateral inter- 
space, and two apical 
string adhesions. Since 
the collapse was ade- 
quate and all cavities 
were closed, no attempt 
was made at first to 
sever these adhesions. 

Oct. 6, 1936, four 
months after pneumo- 
thorax on the left was 
instituted, the patient 
became short of breath 
following the usual re- 
fill on the left, and air 
had to be withdrawn 
from the pleural cavity. 
The patient obtained 
relief and no unusual 
attention was paid to 
Flu- 











a} 





; Fig. 3 (case 3).—Spontaneous pneumo- this occurrence. 
thorax on the lett following a therapeutic saciid . res 
pneumothorax refill fourteen months after oroscopically a marked 


collapse of the left 
lung could be observed, 
which was of greater 
degree than could be 
explained on the basis 
of the amount of air 
introduced. Aug. 2, 
1937, fourteen months 
after treatment was instituted on the left and ten months after 
the experience just described, the patient was given his usual 
left-sided weekly refill in the office and dressed and went 
home. Within an hour he had to return because of marked 
and increasing dyspnea. One thousand cc. of air was removed 
before the patient obtained relief. Fluoroscopic examination 
after the decompression revealed a well expanded left lung. 
Within fifteen minutes the patient was again dyspneic and 
another thousand cubic centimeters of air was withdrawn, but 
relief was temporary. A diagnosis of a valvular spontaneous 
pneumothorax was made and the patient was hospitalized and 
continuous decompression was instituted (fig. 3). 

From a study of the roentgenograms and history and with 
the experience of the preceding case in mind, it seemed reasona- 
ble to believe that the spontaneous pneumothorax was trau- 
matic in nature, in all probability the result of a tear in the 
lung near the base of one of the adhesions (lateral), brought 
about by repeated trauma at this point from the recurrent 
sudden increase in tension at each pneumothorax refill, the 
collapsed lung and the attached adhesion pulling in opposite 
directions, with the tear prevented from closing spontaneously 
by the attached adhesions. If this hypothesis was correct, 
surgical severance of these adhesions was indicated. 

On August 3, under local anesthesia, three adhesions were 
severed; namely, two apical strings and one thick lateral cord. 
Immediately following the operation, breathing became noticea- 
bly easier and continuous decompression was discontinued. 
Recovery was uneventful and the patient soon returned to work. 
He has continued with the simultaneous bilateral pneumo- 
thorax without untoward symptoms, although the amount of 
air given on the left side varies between 500 and 700 cc. 

Although a vigilant search was made with the thoracoscope 
at the time of operation to locate the tear in the lung, the 
effort was unproductive. The result following the operation 
left little room for doubt, however, of the nature of the 
mechanism involved. 


pneumothorax had been established and main- 
tained. Note the needle in the left pleural 
cavity, indicated by arrow, to permit continu- 
ous decompression. There were two apical 
adhesions and one lateral thick cord adhesion. 
The tear in the lung was believed to be near 
the base of the lateral cord adhesion. Com- 
plete recovery followed the severance of the 
adhesions. Bilateral pneumothorax has been 
maintained with no ill effects. 
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SUMMARY 


Tear of the lung at the base of an adhesion, with 
resultant spontaneous pneumothorax, may complicate 
pneumothorax therapy for pulmonary tuberculosis at 
any time during the course of treatment and occurs 
more frequently than is commonly supposed. It usually 
follows a pneumothorax refill at a time when adhesions 
are put on stretch rather suddenly. The danger js 
greatest in the early stages of an induced pneumothorax 
and in those cases in which the lung undergoes con- 
siderable reexpansion between refills and requires the 
introduction of a sufficiently large quantity of air at 
each filling to maintain the lung in satisfactory collapse. 
In mild cases the tear may become temporarily sealed 
and give little or no warning of impending catastrophe, 
for the spontaneous pneumothorax may recur at any 
subsequent refill and may become sufficiently alarming 
to require exceptional emergency measures. 

When the adhesions remain attached to the lung and 
prevent self closure of the tear, surgical severance of 
the adhesions responsible (pneumonolysis) is a specific 
procedure to abolish the complication. Three cases are 
reported in which the operation resulted in i:amediate 
recovery after a serious spontaneous pneumothorax 
developed following a therapeutic refill. 

2109 Spruce Street. 





Clinical Notes, Suggestions and 
New Instruments 


CONCENTRATION METHOD APPLICABLE T': THE 
NEUFELD QUELLUNG REACTION IN SPU7UMS 
GeorGce V. Tapiin, M.D.; GeorGe R. MENEELY, M.)., AND 


Ropert A. Hettic, M.D., Rocuester, N. Y 


In the routine use of the quellung (swelling) reaction for the 
rapid typing of pneumococci in sputum, certain difficulties are 
encountered frequently which delay the process oi typing and 














Type I quellung reaction by concentration method. 


impair its accuracy. These may be enumerated as follows: 
1. In some specimens of sputum pneumococci are rare $0 ® 
considerable time is consumed in making sure that no quem 
occurs. 2. The presence of cells and detritus frequently m@s 
it difficult to recognize pneumococci and delays the P 
quellung for from ten to thirty minutes. 3. The indi 

tions of sputum used with each type-specific serum vary 












Medicine and Dentistry, and clinics of the Strong Memorial 


From the Department of Medicine, University of Rocke 
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among themselves with regard to factors 1 and 2. In view of 
the large number of types to be determined and the fact that 
more than one type of pneumococcus may be present in a given 
specimen, considerable time may be required before a complete 
report can be rendered. For this reason the following procedure 
has been employed by the medical service of the Strong Memo- 
rial Hospital and the Rochester Municipal Hospital in an effort 
to reduce the time and to improve the accuracy of the typing of 
sputums in cases of pneumonia : 


METHOD 
1. The entire specimen of sputum is emulsified by drawing it 
up in a small (2 cc.) syringe and mixing it thoroughly in a 
sterile Petri dish until all large particles are broken up. 
erile centrifuge tube is placed 0.5 cc. of the emulsion, 
to 10 ce. of physiologic solution of sodium chloride 


2. Ina 
and from 
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As a result of this procedure the quellung reaction takes place 
quickly, in some cases immediately. Detection of capsular swell- 
ing is rendered much easier by the lack of cells and detritus and 
by the larger number of organisms in the field (from 10 to 300 
per oil immersion field). No injury to the capsule has been 
observed as a result of the dilution with physiologic solution of 
sodium chloride and centrifugation. No false positive reactions 
have been observed. The suspension and washing of sputum in 
saline solution probably removes the soluble substance that 
causes agglutination and failure of the quellung reaction in other 
highly concentrated specimens. With our technic highly con- 
centrated suspensions may agglutinate but have never failed 
to swell. 

This procedure has been used in a series of forty-three spu- 
tums, in which typing was carried out by the conventional 
technic for quellung reactions as well as by the concentration 


Comparison of Typing Reactions by Three Methods Applied to Forty-Three Consecutive Sputums 








Quellung—Conventional Method 


Quellung—Concentration Method 


SO ~-A- eee SS aA reentetenen teat aime, 
Organisms per Oil Organisms per Oil 
Number Clinical Diagnosis Result Immersion Field Result Immersion Field Confirmatory Tests 
1 Li Y TMU s oka. cecnavacdotcenentstes Type 8 1-2 in 25 minutes Types 50-100 in 5 minutes Type 8—mouse 
g Ll RUIN i sce euseh ss oe hen Ghanees Type 1 4-5 in 10 minutes Type 1 50-200 in 5 minutes Type 1—mouse 
3 ] DRG «5 i.e ccccVecccvendnenees Type 2 1-2 in 30 minutes Type 2 50-100 in 3 minutes Type 2—mouse 
ek TPT ox os Cape eieas ve bKe Nes Ce Negative 5-10 in 20 minutes Negative 15-50 in 5 minutes Type 10—mouse 
Se Lo! iP POE Coven serbawenevsades Ure Negative 20-30 in 20 minutes Negative 60-80 in 5 minutes Type 5—mouse 
6 Li DRE ie i545 vend oreo wees Type 3 0-5 in 30 minutes Type 3 5-20 in 1 minute Type 3—mouse 
See i t IRIN oars 0:2 Us wt 4a hos curenmoner Negative 50-100—débris Negative 50-100—débris No type isolated 
8 Li DRE yo x sb Wee Ne ces cde ea geese Negative 0-20 in 20 minutes Negative 20-50 in 5 minutes Type 17 
9 ...L VG as 0:5 00iseas det coneeseeess Negative 0-5 in 20 minutes Negative 30-50 in 5 minutes No type isolated 
10 Li YT PRRPRRINIIIES ob ceva vcaees wees othe tee Type 3 0-5 in 20 minutes Type 3 10-30 in 5 minutes Type 3—mouse 
ll Li  PRMIINLS chaste teswenssenas tees Negative 0-20 in 20 minutes Type 1 50-100 in 10 minutes Type 1—mouse 
12 Li LUGRIIIINGS es cece chedwatcbw conveys Negative 0-5 in 25 minutes Negative 8-30 in 10 minutes No type isolated 
Bes BA PII 65 os seed wo doeastnvces Type 4 3-20 in 15 minutes Type 4 3-20 immediate Type 4—mouse 
14 li POG oc Siac dc cveo se Vaeasas Type 7 3-10 in 15 minutes Type 7 0-20 immediate Type 7—mouse 
6b L T PRCMMUIER isc < cdcusyss Beavseke thes Type 4 1-5 in 10 minutes Type 4 5-20 immediate Type 4—mouse 
Ae} Ol. PROMS. . vc aaunee Ge ceaeaneans Type 3 3-10 in 35 minutes Type 3 3-10 immediate Type 3—mouse 
Ww Le DECHIIING sc kkaadws Pek bs dkcansd ewe Type 2 0-2 in 30 minutes Type2 &7 20-100 immediate Type 2 & 7—mouse 
1s Lo eee re et ney Danner ae Negative 0-25 in 30 minutes Negative 50-200 in 20 minutes Could not be typed 
9 «Lt INGUIN 0c sack cuar wader en ewae Negative 0-2 in 30 minutes Type 6 50-100 in 5 minutes Type 6—mouse 
0 le PRG Sa iconsnuasurerecuacusones Negative Rare Negative 0-10 Type 30—mouse 
2. Lo DROUIN o50.oikc Laseclthanccceneans Negative Few Negative 8-20 No type isolated 
2 Lol DROUIN, 65.05 4'es CaP keke Denny Negative Few Negative 50-100 Type 3—mouse 
% Lo DROUIN Ss cites oo dtcceccas chewwes Negative Few Negative 8-20 Strep. viridans—mouse 
4 = =©=6Lol PUN c a0 ocacetwcenhse bxece Negative Few Negative 20-50 Not enough for mouse 
=. ?P OND Soa oo uk cas dab ivcanvas vebotoe Ker Negative 10-15 in 15 minutes Negative 20-50 in 5 minutes Strep. viridans 
% Lo DOCOMMIBOR: « < cicacdsscupedesesa ves Type 5 5-10 in 30 minutes ‘Type 5 50-200 immediate Type 5—mouse 
MET CMODAT PNOUMOMBG ics ccscssorspengene’s tose Type 7 0-5 in 30 minutes Type 7 10-100 in 10 minutes Type 7—mouse 
Mec DODAT PMCUARMIG coos vs edvaccdeesccees Negative 0-5 in 15 minutes Negative 50-200 in 5 minutes Type 20—mouse 
Per ODAT PNEUMIGTIRG s<2 cc > ccccccrcsseceeeses Type 4 0-5 in 10 minutes Type 4 5-10 in 10 minutes Type 4—mouse 
3 2? Pne ODN a dak sescns livres ken dBatenecobin Negative Rare in 30 minutes Negative Few in 10 minutes No type isolated 
Me MODAT PNEUMUODIRG occ cs ccc cccdveneese sees Negative 5-10 in 10 minutes Negative 10-50 in 20 minutes Type 3—mouse 
Merc ODAT PNEWHIOMNIA, ov. i i tccceceassctdeveses Negative Few in 10 minutes Negative 20-50 in 20 minutes Type 31—mouse 
Pe DFONChOPNEUMOMR.... 6. rv cccccevercvceee Negative Few in 15 minutes Negative 10-20 in 10 minutes Type 12—mouse 
4 = Bronchopneumonia............0+eseseeeees Negative Few in 20 minutes Negative 25-50 in 10 minutes Does not subtype 
a. BronchopnéUmonias... .........0ceccceccere Negative Few in 20 minutes Negative 25-50 in 10 minutes Does not subtype 
% Lobar pneumonia.................2eceeee: Negative Few Negative 20-30 Hemolytie streptococcus 
Beer oaODAr PNEUIMGMIM, ..5o. 6c. ecdseccccaseeces Type 7 Rare in 30 minutes Type7 2-5 in 5 minutes Type 7—mouse 
Pe MODAL PNEUMIOMIN, vee ccsccces ceccievctees Negative Few Negative 2-10 in 5 minutes Type 16—mouse 
9 =©Lobar pneumonia................ceeceeees Negative 1-3 in 30 minutes Type 2 6-10 in 20 minutes Type 2—mouse 
Src. SODA PNEUMORIN, ......0000+.00cecses cee Type 2 0-3 in 30 minutes Type 2 10-30 in 5 minutes Type 2—mouse 
: MDG? DUGUIMIIINS 5 66s vosanescvwb nce suse Negative 2-5 in 30 minutes Type 6 50-200 immediate Type 6—mouse 
es EADAL PNEUMONIG. .......00ccscevessccsevece Negative Rare in 30 minutes Negative 5-10 in 5 minutes Type 3—mouse 
mec oaODar pnedMonie..........0sc.esseceesevs Type 8 0-5 in 30 minutes Type 8 10-50 in 5 minutes Type S—mouse 








is added, depending on the viscosity of the sputum. This mix- 
ture is emulsified by drawing the diluted specimen back and 
forth in a sterile 10 cc. pipet. 

& The emulsified specimen is put in the centrifuge at 1,000 
revolutions per minute for two or three minutes to remove cells 
and detritus, the bacteria remaining in the supernatant fluid, . 


4 The supernatant fluid is transferred to another tube, which 
8 putin the centrifuge at 3,000 revolutions per minute for ten 
Pr after which the clear fluid is poured off, leaving about 
“4 Ce. above the sediment. 


5. The bacterial sediment is resuspended in the small*remnant 
Supernatant fluid by shaking, and the resulting suspension is 
used for the typing tests. Before the suspension is mixed with 
Specific typing serums, two drops of methylene blue are added 
"mixed with this suspension, the organisms being allowed to 
in before the quellung reaction takes place. This has been 

use in many cases when the serums and stains are 


Rs be multancously the organisms swell before they stain and 
¥ be difficult to recognize. 


of 


Sta 


method already described. In each case typing by mouse inocu- 
lation was carried out as an additional control by the labora- 
tories of the Rochester Health Bureau. The comparison of 
results of the three procedures is given in the accompanying 
table. 

SUMMARY 


A simple method has been developed for preparing and con- 
centrating sputums for the Neufeld quellung reaction in typing 
of pneumococcus sputums. We feel that the method increases 
the accuracy of the routine procedure and saves time in search- 
ing for the correct type. In this report, sputums were set up 
against pools 1 and 2 quellung serums, pool 1 containing types 
I, II, I1I, V and VIII and pool 2 types IV, VI, VII and IX. 
Specimens were called negative if no quellung occurred in either 
pool. Recently, the Department of Health of the State of New 
York has provided us with quellung serum for all thirty-two 
types with six pools. The method described appears to be even 
more useful under these circumstances, mainly because of 
assurance of a uniform, properly stained specimen with decreased 
cells and débris and increased organisms present. 
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HYPERTROPHY OF THE BREAST DUE TO INJEC- 
TIONS OF ADRENAL CORTEX EXTRACT IN A 
MAN WITH ADDISON’S' DISEASE 


R. A. Epwarps, M.D.; M. B. SxHimxin, M.D., ano 
J. S. Suaver, M.D., Gatveston, TEXAS 


This case is presented because an extensive review of the 
literature failed to reveal a similar effect of adrenal cortex 
extract in a man with Addison’s disease and because of the 
interesting theoretical considerations involved. 
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Fig. 1—Appearance of patient Dec. 4, 1935. 


L. J. H., a white man, aged 35, a carpenter and laborer, 
admitted to John Sealy Hospital Sept. 7, 1935, had had attacks 
of nausea and vomiting during the preceding six years, lasting 
one or two days and occurring three or four times a year. 
These episodes were not severe, but once he was told by a 
physician that the blood pressure was “rather low.” Three 
months before admission to the hospital he noted that his skin 
was becoming dark and that he had lost 8 pounds (3.6 Kg.). 
Two months previously he began to have asthenia and nausea, 
especially in the morning, progressing gradually to anorexia, 
diarrhea, extreme weakness and languor. There had been no 
loss of libido or potentia. 

The family history was negative for tuberculosis, gyneco- 
mastia and endocrine dyscrasias. He was the father of three 
children, aged 8, 5 and 2 years. In 1926 he had been in the 
hospital with the diagnosis of influenza; at that time he was 
slightly underweight, his complexion was a light blond and 
the blood pressure was 122 systolic, 64 diastolic. 

The patient on admission was thin and appeared weak. He 
was 69 inches (175 cm.) tall and weighed 129 pounds (58.5 Kg.). 
The skin was a dark brown, the pigmentation being more 
marked over the exposed portions of the body, on the genitalia 
and at the creases, and lighter over the palms of the hands. 
There were some dark spots over the dorsal surfaces of the 
hands and arms. The lips were darker than normal, but 
the buccal mucous membranes were not involved. The pubic 
hair was of feminine distribution. The blood pressure was 102 
systolic, 66 diastolic, and the heart sounds were weak. The 
rest of the examination was negative. 
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Examinations of the urine, blood and feces, the Wassermann 
reaction and roentgenograms of the chest were all negatiye. 
The electrocardiogram showed low voltage in all leads but no 
other abnormalities. The basal metabolic rate was minus 14 
per cent; after ingestion of 200 Gm. of ground beef it was 
minus 12 per cent. The dextrose tolerance test revealed a 
fasting blood sugar of 74 mg. per hundred cubic centimeters, 
with a rise to 125 mg. in an hour and a half and a drop to 98 
mg. in three hours. Free acid was absent in the fasting gastric 
specimen but rose to 11 degrees with histamine. The blood 
chlorides were determined at 515 mg. per hundred cubic cep- 
timeters. 

The impression was that the patient had Addison’s disease. 
He was placed on 10 Gm. of sodium chloride a day and was 
discharged improved September 23. 

He continued to work but was readmitted November 8 
because of increased pigmentation of the skin, nausea and 
severe weakness of ten days’ duration. The blood pressure was 
76 systolic, 56 diastolic. The dextrose tolerance curve showed 
no rise from the initial level of 100 mg. per hundred cubic 
centimeters. The blood chlorides were 443 mg. and the non- 
protein nitrogen was 43 mg. per hundred cubic centimeters, 

Vomiting, diarrhea and extreme lassitude developed, and the 
patient became irrational November 22. The temperature rose 
to 103 F., accompanied by a rapid and weak pulse, an remained 
at about that level for the next six days. The white blood 
cell count was 13,500 with 59 per cent polymor;honuclear 
neutrophils, and the sedimentation rate was 25 m»). in sixty 
minutes. The spinal fluid had 34 cells per cubic millimeter 
(94 per cent polymorphonuclears, 6 per cent lymp! cytes) but 


















was normal otherwise, including protein, colloidal g.':! reaction, | 
Wassermann reaction, and special stains and c: ‘tures for | 
organisms. The blood chlorides were 505 mg. » * hundred 
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Fig. 2.—Appearance of patient May 31, 1937. 





cubic centimeters. He was treated with intravenous dextros 
and subcutaneous salt solutions, and by rectal drip of sod 
bicarbonate and epinephrine. Ten cubic centimeters of 
cortex extract (eschatin) was administered intramusculany 7 
first day, and from 2 to 5 cc. daily thereafter. The intake 
sodium chloride was maintained at 12 Gm. 

The pigmentation of the skin and the asthenia de e 
improved rapidly and was discharged from the hospital D 
1935 (fig. 1). : 

Adrenal cortex extract in 1 cc. injections was contint 
for three months and then every other day for a similar 
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About a month after leaving the hospital he became aware of 
slight tenderness in the nipples, which became large and dark. 
There was a gradual increase in the size of the breasts, so that 
four months later they protruded almost an inch from the chest 
wall. The breasts were equal in size, smooth and soft in 
consistency, and tender to even light pressure. There were no 
nodularities or secretion. 

















Fig. 3.—Section of adrenal gland, showing almost complete atrophy of 
the cortex, 


Adrenal cortex extract was discontinued in July 1936. The 
breasts gradually became smaller and less tender, so that when 
he returned to the hospital November 2 with a recrudescence 
of his original symptoms they were almost flat with the chest 
wall. The adrenal cortex extract was resumed, and he was 
placed on a diet in which the potassium intake was less than 
16 Gm. and the sodium (as the chloride and citrate) 21 Gm. 
daily. At this time the blood potassium was 19 mg. per hundred 
cubic centimeters and the sodium 223 mg. The dextrose toler- 
ance curve was flat and the basal metabolic rate minus 10 per 
cent. No calcification in the kidney regions or abnormalities 
of the sella turcica were found roentgenographically. He was 
discharged greatly improved November 20. 

The hypertrophy of the breasts recurred and remained 
‘tationary a month after the resumption of the adrenal cortex 
extract (fig. 2). He maintained himself on 1 cc. of adrenal+ 
cortex extract every other day and on the sodium salts, but 
aa potassium diet was not followed. He noted that the 
rey Thess of the breast decreased with temporary lapses in 

treatment and recurred when the injections of extract were 

Tesumed, Pee 
fae were short periods of admission to the hospital in 
i: ae May, June and July 1937 because of transitory 
of weakness. December 4 he reentered with severe 


Ww amaytee e ‘ : 
wa esa uncontrollable liquid diarrhea, extreme pigmentation 
piss ium. His wife admitted that during the preceding 


the ‘ong adrenal cortex extract had been taken but seldom; 
twee ; oOwever, had not diminished in size. The tempera- 

$ 104 F., the blood pressure 86 systolic, 34 diastolic, and 
Pulse almost imperceptible. Massive infusions of dextrose, 
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intravenous sodium chloride, subcutaneous saline solution and 
adrenal cortex extract (5 cc. intramuscularly and then repeated 
doses of 10 cc. intravenously) produced marked improvement 
within twelve hours. The temperature, however, remained about 
103 F., and a day later he started to hiccup, became delirious 
and died from circulatory failure December 6. 

At necropsy the significant pathologic changes were limited 
to the chest and the endocrine organs. There was no evidence 
of tuberculosis or of neoplasm in the body. 

The lungs were edematous and contained patchy areas of 
bronchopneumonia. The heart weighed 220 Gm., and the 
myocardium was soft, flabby and dark brown. The browr 


Size and Weight of Organs at Necropsy 








Weight, 

Organ Size. Cm. Gm. 
IE DOIG, 6. a oie vtnsdg cesineesstece 2.6 by 1 by 0.2 0.4 
Ee INS ong 5 ccdsvceercdassxcvcnsee 2.6 by 1 by 0.2 0.4 
BRIE WGI Eo oc n coc ine vesceveccocses 7 by 5. by 3 54.0 
Deas o vacctaccerdaskvevncavencs 7 by 6.5by 3 60.0 
pS RR rc or rr rarer ree 1 by 1.1 by 0.6 0.6 
NI akc nan’ wie cescqcktsitwescness 3.5 by 2.5 by 2 10.5 
RM nas oi conn dapitradncesedsencace 4 by 2 by2 11.0 
EE cu os dh soa hadew Sarwendaseenes 4 by 4.5 by 1.5 9.5 
ING a5 2d bdo veevgeewen sdedtcaeae’ 6.5 by 3.5 by 1.5 16.0 





atrophy of the heart was evident microscopically; the muscle 
cells were smaller than normal, and at the poles of the nuclei 
were many granules of yellowish brown pigment. There were 
some small areas of myocardial necrosis. 

The adrenal glands were atrophied markedly, weighing less 
than one tenth of the normal. The zona glomerulosa and the 

















Fig. 4.—Section of the breast, showing simple hyperplasia. 


zona fasciculata were absent completely. A few cells of the 
zona reticularis—large, with dark nuclei and pale-staining 
cytoplasm—were present but indistinct in outline. The medulla 
proper was very thin and was composed chiefly of small round 
cells with deeply staining nuclei and little cytoplasm (fig. 3). 
Sections of the breasts showed a marked increase in the 
stroma of the connective tissue, with a slight increase in the 
number of round alveolar ducts lined with low columnar epi- 
thelium. No inflammatory reaction was present (fig. 4). 
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The pituitary gland was of normal size. The outstanding 
feature was the predominance of the chromophobe cells of 
the anterior lobe; the proportion of the three types of cells 
was 92 per cent chromophobe, 8 per cent eosinophil and 2 per 

















“mY Stas 
a oe —e 








Fig. 5.—Section of anterior pituitary gland, showing predominance of 
chromophobe cells. 
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Fig. 6.—Section through area of extension of anterior lobe cells into 
the posterior lobe tissue. 


cent basophil (fig. 5). In several regions the cells of the 
anterior lobe extended into the intermediate and the posterior 
lobes (fig. 6). 
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of spermatogenesis, from spermatogonia to fully developed 
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The prostate gland and the testes were normal. All stages 





spermatozoa, were visible in the walls of the tubules. 

The thyroid was small, weighing about half of the value 
usually considered as normal; the microscopic appearance, how- 
ever, showed no deviation from normal. The thymus was 
present and had normal adult microscopic features, No 
abnormalities were seen in the pancreatic tissue. 















SUMMARY 

In a man, aged 37, with Addison’s disease of eight years’ 
duration, gynecomastia developed after injections of adrenal 
cortex extract. The gynecomastia subsided with omission 
of the extract and recurred when it was resumed. Necropsy 
showed brown atrophy of the heart, primary atrophy of the 
adrenal cortical glands, simple hyperplasia of the breasts 
and a marked preponderance of the chromophobe cells of the 
anterior lobe of the pituitary gland. 




















Special Articles 














TYPHOID IN THE LARGE CITIES OF 
THE UNITED STATES IN _ 1937 
TWENTY-SIXTH ANNUAL REPOR1 ; 








As in the preceding annual reviews, data |iave been 
obtained from the same ninety-three cities for which the 






annual statistical tabulations have been made. A com- : 
munication addressed to the health officer «' each city 
requested not only the total number of «i aths from 
typhoid during the year 1937 but also a s':tement as : 
to how many of these were among nonresid its. Fur- : 
thermore, a comment was invited on any -)ecial out- i 
break of typhoid or any unusual protecti, measures P 
taken to guard against this disease. i 
It is becoming increasingly difficult to secure an a 
estimate of population for these cities. The willingness H 
of the health officer to provide such estima‘e and per- Ne 


sonal determination of population trends vary through- 
out the country. The United States Census Bureau not . 
being prepared to furnish estimates of population, we for 
have been compelled to fall back on the judgment of 


the local health officer. Some of these officers make no oth 


credit for population increase since the 1930 census. | of 
ten 


Others would seem to have an exaggerated notation 
of population increase. One health officer records at 
increase of 15 per cent in population in but a single 
year and this in one of the conservative and rather stable 
communities near the Eastern seaboard. In spite | 
all these variations in judgment and the inevitable mis 
takes which have been made in estimating the population 
figures, we feel that the rates should be recorded, 

however, the proviso that they must be reviewed 

corrected in light of the 1940 census. It is likely thal 
the errors in no instance will be significant. In the 
instances in which the local health department did nt 
furnish an estimate for 1937, either the 1930 censi 
figures or the population data submitted for 1936 were 
used in determining the rates. ‘nf 

Paratyphoid has been excluded. In tables 1 ® 

inclusive (as well as in table 10) a special note 


The preceding articles in this series were published in Tue Jou 
May 31, 1913, p. 1702; May 9, 1914, p. 1473; April 17, 191 ; 
April 23, 1916, p. 1305; March 17, 1917, p. 845; March 16, 1918 
April 5, 1919, p. 997; March 6, 1920, p. 672; March 26, 19; 
March 25, 1922, p. 890; March 10, 1923, p. 691; Feb. 2,1 
March 14, 1925, p. 813; March 27, 1926, p. 948; April 9, 15 
May 19, 1928, p. 1624; May 18, 1929, p. 1674; May 17, #3 
May 9, 1931, p. 1576; April 30, 1932, p. 1550; May 13, 1 
May 19, 1934, p. 1677; June 8, 1935, p. 2093; June 6, 1936, 
June 19, 1937, p. 2118. 
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been made of cities in which all deaths occur among 
nonresidents. Similar notation has been added for the 
death rates for 1936 but in no instance for preceding 
years. Another symbol has been used to indicate those 
cities in which more than one third of the reported 
deaths were stated to have been among nonresidents. 
We have already mentioned the errors which will creep 
into the figures as a result of inaccurate census data. 
More important, we believe, are the variations in con- 
sidering the classification of deaths among nonresidents 
and local practice with respect to case hospitalization. 
As an example, New York reports but one nonresident 
death in a total of twenty-five. The absence of non- 
resident deaths from any cause in New York means that 
no individual whose usual residence is outside New 
York died anywhere within the city limits from that 
particular cause. Deaths of nonresidents are not allo- 
cated to other jurisdictions. In Chicago, on the other 
hand, the figures presented would not include non- 
residents who die in Chicago but whose usual abode 
is within the state of Illinois. Such cases would be 
allocated to their usual place of residence within the 
state. No correction is made for nonresidents who 
do not live in Illinois. It is reported that in 1937 no 
allocations of deaths from typhoid were made. On the 


Taste 1.—Dcath Rates of Fourteen Cities in New England 
States froin Typhoid per Hundred Thousand of Population 








1931- 1926- 1921- 1916- 1911- 1906- 





1937 1986 1985 1935 1930 1925 1920 1915 1910 
Bridgeport......... 0.0 0.0 0.0 0.3 0.5 2.2 4.8 5.0 10.3 
Somerville... . = 0.0 0.0 0.4 1.3 1.6 2.8 7.9 12.1 
Waterbury... ~~ ee 0.0 2.0 0.4 p 1.0 Se, Wee : tase 
Fall River.......... 0.0 0.9 0.9 0.2° 2.2 2.3 8.5 ° 138.4 . 13.5 
ree 1.0 1.0 0.2 1.5 1.6 3.9 7.2 14.1 
New Bedford....... 0.0 1.8 0.0 ) Se game Bo 1.7 6.0 15.0 16.1 
Providence......... 0.4 0.8 0.8 1.1 1.3 1.8 3.8 8.7 21.5 
e.......... O44 GI® GS 0.6 1.2 2.2 2.5 9.0 16.0 
Worcester Retina 0.5* 0.0 0.5 0.6 1.0 2.3 3.5 5.0 11.8 
Springfield......... 0.7* 0.0 0.0 1.0 0.4 2.0 44 176 19.9 
Cambridge......... 0.8 0.0 0.0 0.9 2.1 4.3 2.5 4.0 9.8 
a 1.0 1.0 1.0 1 6. gk 2.4 62 102 13.9 
Hartford Ms soc 06% 1.1 0.5 0.6 1.2 1.3 2.5 60 15.0 19.0 
New Haven........ 1.2 1.2 0.0 0.7 0.6 4.4 6.8 18.2 30.8 

* All typhoid deaths were stated to be in nonresidents. 


t * Rate computed from population as of April 1, 1930, as no estimate 
or July 1, 1933, was made by the Census Bureau. 


other hand the regulations with regard to hospitalization 
of typhoid cases in Chicago are very rigid and would 
tend to exclude cases from neighboring communities. 
In some other cities, as for example Detroit, local regula- 
tions encourage the admission of communicable diseases 
to city hospitals. In this particular city a lease of land 
on which the communicable disease hospital is located 
makes it mandatory that all county communicable dis- 
eases be hospitalized on such premises and this naturally 
adds to the nonresident load. In Portland, Oregon, the 
City isolation hospital is located outside the city limits 
in Multnomah County, and deaths from communicable 
diseases do not ordinarily appear in the city’s vital 
oar There seem to be innumerable minor varia- 
ak in local practice which but add to the statistical 
im sion. It is hoped that some day a common denom- 
ator can be established on which to base a uniform 
i sc for statistical summaries. _ Such etrors of 
dinhth will occur more frequently in the figures for 
- eria than for typhoid, as the latter disease is more 
*n cared for in a general hospital. 

aa that there is great variation in signifi- 
pir ached to the extent of a local outbreak. Jack- 
+ deat Feports no unusual prevalence of typhoid with 
rate of 4.0, while other cities are concerned with 


a death rate which does not exceed 1.0. Many of the 
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Southern cities serve as hospital centers for surrounding 
rural areas in which full time local health service has not 
been effectively established. The local hospitalization 
plans as well as the inadequacy of preventive care for 
Negroes presents a significant reason for the continua- 
tion of a relatively high typhoid mortality in some of the 
Southern cities. 


TasLe 2.—Death Rates of Eighteen Cities in Middle Atlantic 
States from Typhoid per Hundred Thousand of Population 








1931- 1926- 1921- 1916- 1911- 1906- 
1937 1936 1935 1935 1930 1925 1920 1915 1910 





BPPRCUNEs «0s cc cece 0.0 0.0 . 0.5 0.8 0.8 2.3 7.7 W3 15.6 
EMsickdesvchiaes 0.0 0.0 1.0 0.6 1.1 3.98 ... oane ocelot 
pL eee 0.0 U.7|} 1.4 0.7 0.5 1.7 4.8 5.0 10.3 
ees 0.0 0.2 0.0 0.3 0.9 2.3 3.3 6.8 14.6 
Hochester......... 0.0 0.6t 0.3 0.4 5 a | 2.1 2.9 9.6 12.8 
POterBORic.sccccece 0.0 0.7 0.0 0.9 1.0 3.3 4.1 9.1 19.3 
| 0.0 1.8 0.9 0. 1.6 60 10.0 31.9 42.0 
Baffale......-- o. | ae 0.5 0.6 2.7 3.9 81 15.4 228 
TE Os cccccecs ~ Oe 0.4 0.5 0.8 1,3 2.6 3.2 8.0 13.5 
Jersey City........ 0.3 0.6* 0.0 0.2 0.9 2.7 4.5 73° 3s 
4g | Oa 0.7*4 0.09% 0.09 1.4 1.8 2.4 3.8 93 31.5 
Pittsburgh......... O.77 O.7¢ 0.6 0.9 2.4 3.9 7.7 15.9 65.0 
Elizabeth.......... 0.8 0.8 0.0 0.9 16. EA 3.3 8.0 16.6 
. .. ae 0.8* O.8* 0.0 ao 2.1 8.2 8.6 22.3 28.1 
Mas ha tse hes tocee 0.8* 0.8* 0.0 1.0 0.9 2.3 69 49.0 46.6 
Albany........ 1.3¢ 1.5 0.8 1.1 1.8 5.6 8.0 18.6 17.4 
Philadelphia....... 1.4 0.7 0.9 0.9 1.1 2.2 49 11.2 41.7 
CI ova 0:0 une 60 oe 1.6 0.8 2.5 2.8 4.4 5.9 4.9 4.5 4.0 








* All typhoid deaths were stated to be in nonresidents. 

+ One third or more of the reported typhoid deaths were stated to be 
in nonresidents. 

# Incomplete data. 

{ Typhoid deaths for Scranton furnished by Pennsylvania Department 
of Health, Harrisburg. 

t Rate computed from 1930 census population, as no local estimate 
was given. 
‘ I ee rate. In review for 1936 Yonkers reported cases instead of 
eaths. 


Six of the large New England cities report no death 
from typhoid in 1937 (table 1). Bridgeport and 
Somerville report no death for four years in succession. 
The record for Springfield with no deaths for three 
years in succession was marred in 1937 by the death 
of a nonresident. It is only fair that account should 
be taken of this fact and mention made that Springfield 
continues its excellent record with no death among 
residents for four consecutive years. Worcester had 
but one death in 1936 and Boston but three deaths; 
all of these are reported as having occurred in non- 
residents. The New England cities as a whole (popula- 


TABLE 3.—Death Rates of Nine Cities in South Atlantic States 
from Typhoid per Hundred Thousand of Population 








1981- 1926- 1921- 1916- 1911- 1906- 


1937 1986 1985 1935 1930 1925 1920 1915 1910 
Raia ss encanta 0.0 0.0 866.6 3.0 SB. 208 . 206 cc5. ns 
| | Re 0.8 0.0 5.4° 4.2 2.2 32° OS 2: 6G 
Baltimore.......... 1.2 0.9 1.5 1.4 3.2 40 18 B77 %.1 
Wilmington........ 18 09 09° 1.5 3.1 4.7 25.8% 23.28 330 
Washington....... 1.9 1.6 2.6 2.6 2.8 5.4 9.5 17.2 %.7 
peers or 19 3.2t 46 72 ll 45 42 31.4. 58.4 
Richmond.......... 324. 2.7 2.7 2.5 1.9 5.7 9.7 15.7 34.0 
Jacksonville....... 4.0 1.3 0.0 2.7 4.4 <a ea deta”: cow 
j SRE RAD Se 6.3 3.1t 2.8 2.2 3.5 ee Pa nets 





# Incomplete data. 

+ One third or more of the reported typhoid deaths were stated to be 
in nonresidents. 

°* Rate computed from population as of April 1, 1980, as no estimate 
for July 1, 1933, was made by the Census Bureau. 


tion 2,640,933) again report the lowest rate for any 
group. Their rate of 0.45 is not quite as low as that 
of 1936 (0.42). There were recorded twelve deaths 
in 1937 (but eleven deaths in 1936). 

The Middle Atlantic states have a group rate which is 
but slightly less than for the preceding two years (0.51 
in 1937, 0.56 in 1936). There have been no deaths 
recorded in Syracuse and Utica for the two years 1936 
and 1937. Scranton reports one death of a nonresident. 





















































416 TYPHOID IN LARGE AMERICAN CITIES 


As in the case of Springfield, mention should be made 
of the fact that Scranton has passed through four con- 
secutive years with no resident death. The honor roll 
for this group of cities has improved over 1936, there 
being seven cities which record no death in 1937, four 
additional cities which report all deaths among non- 
residents, and two additional cities in which one third 
or more of the deaths were stated to be in nonresidents. 


TasLe 4.—Death Rates of Eighteen Cities in East North 
Central States from Typhoid per Hundred 
Thousand of Population 








1931- 1926- 1921- 1916- 1911- 1906- 
1937 1936 1935 1985 1930 1925 1920 1915 1910 


Fort Wayne....... 0.0 0.0 0.0 2.2 42 129 7.3 aes 
South Bend........ 0.0 0.0 0.9 0.7 ioe ee os ane Rae 
Milwaukee......... 0.0 0.3 0.0 0.2 0.8 1.6 6.5 13.6 27.0 
gC ee 0.0 1.0° 0.9 0.9 1.4 3.3 8.9 eeee ies 
eee 0.3 0.3 0.4 0.4 0.6 1.4 2.4 8.2 158 
rs 0.3 0.5 0.3 0.6 1.3 4.1 8.1 15.4 22.8 
Cleveland.......... 0.5 1.0 0.6 mR! 1.0 2.0 40 10.4 15.7 
Grand Rapids...... 1.0" 0.6* 0.0 0.2 1.0 1.9 9.1 25.5 29.7 
Youngstown....... 1.1 l.1t 0.0 1.1 12 7.2 19.2 25 365.1 
1 as 12> 10+ 13 1.3 3.0 6.8 10.6 31.4 937.5 
Indianapolis....... 1.3 O.8t 1.3 12 2.7 46 10.3 20.5 30.4 
Cincinnati......... 1.3t 1.9t 1.3 1.4 2.5 3.2 3.4 7.8 30.1 
ere 1.4+ 1.8t 1.0 0.8 1.9 3.3 93 14.8 22.5 
ComMbus.... 60s... 1.5 8.7* 2.0 2.0 23 3.5 7.1 15.8 40.0 
Cre ; 1.6¢ O8t 0.7 0.8 1.5 $4 306 20 8A 
PUR ka ncnsenesus | tag a6 OD 0.9 0.2 3.7 5.7 16.4 15.7. 
Evansville......... 2.7¢ 00 7 1.9 6.2 5.0 17.5 32.0 35.0 
| ee 3.0t 1.2 0.6 0.7 1.6 46 22.7 18.8 46.9 





* All typhoid deaths were stated to be in nonresidents. 
+ One third or more of the reported typhoid deaths were stated to be 
in nonresidents. 
# Incomplete data. 
Rate computed from 1930 census population, as no local estimate 


was given. 


Unfortunately, in providing the figures for Yonkers in 
1936 the statistical clerk of the local health department 
sent in the number of casss although the questionnaire 
clearly specified deaths. Aga result of this error seven 
deaths (instead of one) were recorded in the tables for 
the preceding year. Appropriave corrections have been 
entered in the current review. Every health officer 
should make it his practice to review personally and 
check reports giving the number of cases and deaths 
from the various communicable diseases. In obtaining 
the figures for the current year a similar mistake was 
made by the health officer of one of our largest cities. 
Fortunately, the reviewer caught the mistake before 
irreparable damage had accrued. New York was 
undoubtedly spared the embarrassment of an outbreak 


Tas_e 5.—Death Rates of Six Cities in East South Central 
States from Typhoid per Hundred Thousand of Population 











1931- 1926- 1921- 1916- 1911- 1906- 


1937 19386 1935 1935 1930 1925 1920 1915 1910 
Louisville... .....s00» 0.6* 1.4¢ 1.6 2.3 3.7 4.9 9.7 107 7 
Mashvillew..<. «ccs. 12° “6. FB 56 182 178 2.7 4.2 61.2 
Birmingham.. .... 1.4 5.0° 4.0 3.9 8.0 108 31.5 41.3 41.7 
Chattanooga. .... 1.7 0.0 2.4 4.7 8.0 186 272 TBR ... 
| 3.2 4.1 5.4 5.7 10.7 20.8 25.3% ee ogee 
pC eee 4.9t 4.7¢t 5.0 7.9 9.3 18.9 27.7 42.5 35.3 





* All typhoid deaths were stated to be in nonresidents. 
+ One thirrl or more of the reported typhoid deaths were stated to be 
in nonresidents. 

# Incomplete data. 
° Rate computed from 1930 census population, as no local estimate 


was given. 


of typhoid among nonresidents when in August 1937 
a transatlantic steamer arrived in the harbor with 
twenty-five suspicious typhoid cases among its crew. 
Within eighteen hours the health department laboratory 
had confirmed the diagnosis. The liner sailed the fol- 
lowing day without passengers, returning to its home 
port with the entire crew including the sick. During 
the next five weeks there occurred fifty-three cases of 
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typhoid among the crew of this ship, with one death, 
So far as is known none of the passengers became jl. 

The record for the South Atlantic cities is not as 
good as for 1936 but continues to show a marked 
improvement over the rate for 1935 (1.96 in 1937, 1.55 
in 1936, 2.58 in 1935). There is but one city (Tampa) 
which reports no death. This is the second consecutive 
year with no typhoid death in Tampa, which is a sig- 
nificant improvement over the 1935 rate of 6.6. Nor- 
folk, which also reported no death in 1936 (a marked 
decline from the rate of 5.4 in 1935), reports one 
resident death in 1937. These two cities, however, 
continue to lead the list for the nine in their group, 
Jacksonville has not continued her excellent record of 
the past few years with a quinquennial average of 17 
for 1931-1935 and no deaths in 1935; the rate has 
increased to 4.0 in 1937. This is attributed to the fact 
that Jacksonville serves as a hospital center for six or 


TABLE 6.—Death Rates of Nine Cities in West North Central 
States from Typhoid per Hundred Thousand of Population 








1931- 1926- 1921- 1916- I911- 1906. 
1937 19386 1935 1985 1930 1925 1920 1915 1910 


OO rr 0.0 0.0 1.0 1.0 I 1 4 44 198 455 
RS ON eer 0.0 0.7 0.3 0.7 1.4 3.4 3.1 92 183 
Sb SOL 0.0 1.9 0.0 0.7 1.2 6.3 ate cos. a 
Minneapolis........ U.2* 0.0 1.2 08 0.3 1.9 5.0 10.6 321 
Des Moines......... C.7 2.8 gt Ae 2.4 2.2 6.4 15.9 237 
Kansas City, Kan.. 0.8* 2.3 1.6 ik 1.7 5.0 9.4 S11 7458 
Be Oe civscenss 11t 0.8 0.7 1.6 2.1 3.9 6.5 13.0 ae 
er 1.8 0.9* 0.0 0.9 1.3 8.3 5.7 149 407 
Kansas City, Mo... 14t 0.5 1.0 1.5 2.8 5.7 10.6 16.2 356 





* All typhoid deaths were stated to be in nonresidents. 

+ One third or more of the reported typhoid deaths were stated to be 
in nonresidents. 

# Incomplete data. 


seven rural counties surrounding the city. Of the 
six deaths in 1937, however, it is recorded that five 
of these occurred among residents. The tendency for 
residents of urban centers to return from vacations and 
short trips to neighboring rural areas where sanitary 
facilities are not of the best is well known to all 
epidemiologists. 


TABLE 7.—Death Rates of Eight Cities in West South Central 
States from Typhoid per Hundred Thousand of Population 








1931- 1926- 1921- 1916- 19tl- 19% 
1937 1936 1985 1935 1930 1925 1920 1915 m0 








A Re 00 0.7 0.7 $411 £88 16.2% .... sen 
De ee eee 0.0 6.83 7.6 4.9 9.1 10.8 30.7 42.8 som 
FIOUStON:.......5.5 20 38 22 82 48 7.6 142 381 49m 
Fort Worth........ 22 33 412 46 59 61 16.3 19 28 
New Orleans....... 23+ 65t 74 9.6 9.9 11.6 17.5 209 36 
PS 5 ch <550i,)o0 3.0* 1.5*{ 2.9 5.4 7.3 11.2 17.2 «sso os 
Oklahoma City.... 3.1 4.3 2.5 438 7.4% ..c0 .. ssemumem 
San Antonio....... 38 27 383 42 46 93 233 295 9 

* All typhoid deaths were stated to be in nonresidents. ted to 


+ One third or more of the reported typhoid deaths were sta 
in nonresidents. 
# Incomplete data. te 
t Rate computed from 1930 census population, as no local estima 
was given. 


In the East North Central states the rate has agai? 
fallen to a low almost equivalent to that of 1937. This 
group of cities continues to remain in third place, 
place being maintained by the New England group 
second place by the Middle Atlantic. New close ot 
tenders for third place are the West North 
cities and the Mountain and Pacific group. In the Nev 
England, Atlantic and West North Central states there 
is no city with a rate in excess of 2.0. In the East 
Central states there are two such cities (Evans 
Flint) but in each of these cities one third or mor 
the reported typhoid deaths were stated to be | 
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residents. There are four cities in the group with no 
typhoid death. Evansville, following | an impressive 
reduction in death rate from 4.7 in 1935 to 0.0 in 1936, 
reports three deaths in 1937, only one of which, how- 
ever, occurred in a resident. Of five deaths in Flint, 
two were stated to be in nonresidents. In August 1937 
there occurred an outbreak of thirteen cases with five 
deaths. The source of infection was ascribed to a food 


TaBLeE 8—Death Rates of Eleven Cities ix Mountain and 
Pacific States from Typhoid per Hundred Thousand 
of Population 








1931- 1926- 1921- 1916- I1911- 1%06- 
1937 1936 1985 1935 1930 1925 1920 1915 1910 





Reaitie...........0 O00 (O58 .98 06. 92. Se, 29 GF sh 
Long Beach i. £0 GS G6 Be it Se = eee ae 
Spokane.......--++ 0.0 0.8 0.8 1.4 pS 4.4 49 17.1 50.3 
TOCOMA......--+00¢ 0.0 0.9 0.0 0.7 1.8 3.7 29 10.4 19.0 
Oakland.. ceo 0.3 1.7 1.0 1.2 2.0 3.8 8.7 21.5 
Portland... . oes Me 0.6 1.6 0.8 2.3 3.5 45 10.8 23.2 
San Francisco..... 0.6 0.3t 0.8 0.8 2.0 2.8 46 18.6 26.3 
Salt Lake City..... 0.7 0.0 1.4 1.0 1.9 6.0 93 182 41.1 
Los Angeles > «(OR RO: | OS 1.5 3.0 3.6 10.7 19.0 
San Diego... ws kaon Baer SS 1.3 1.0 1.6 Ie” Be 10.8 
Denver...... coe ee 2.0 0.7 1.8 2.6 5.1 5.8 12.0 37.5 

* All typhoid deaths were stated to be in nonresidents. 

+ One thir’ or more of the reported typhoid deaths were stated to be 
in nonresidents. 

# Incomplete data. 


handler, unknown and unlocated until about the middle 
of the outhreak. In Toledo it is stated that all four 
deaths were in nonresidents. It is recorded that twenty- 
two cases of typhoid occurred in a camp for girls and 
since that time typhoid vaccination has been made 
compulsory for admission to such camps. Despite the 
great flood in the Ohio Valley, which interfered with 
the normal operation of the municipal water works and 
resulted in the flooding of the vast valley areas of Cin- 
cinnati, there were but two resident typhoid deaths in 
1937. Of the total of six deaths, four were in non- 
residents. The health department attributes this splen- 
did record to the extraordinary precautions taken to 
maintain the sanitary facilities of the city during flood 
time, the requirement of boiling all water, and the pro- 


TABLE 9.—Nine Cities with No Typhoid Death in 1936 and 1937 








Bridgeport* Somerville* Tampa 
Duluth South Bend Utica 
Fort Waynet Syracuse Waterbury 





* No typhoid death in four years. 
t No typhoid death in three years. 


gram of typhoid vaccination. Milwaukee returns to the 
honor roll with no death in 1937. Chicago and Detroit 
maintain their excellent low rates for cities of their 


' size (0.3). 


The six cities in the East South Central group show 
a marked lowering in the death rate (3.35 in 1936, 
2.10 in 1937). This new rate is less than one-half the 
average for the quinquennial 1931-1935 (4.81). The 
be number of deaths in these six cities dropped from 
a in 1936 to twenty-eight in 1937. - Louisville 
Fe Nashville record no death in a resident in 1937. 
ti this is a noteworthy record for Louisville—a city 
ps Y covered with water during the flood. The twe 
ae which did occur in 1937 were both in non- 
fal a, It is estimated that during the time of the 
aoe citizens received vaccination for typhoid. 
al ooga, with no death in 1936, reports two deaths 

esidents in 1937. Birmingham reports four deaths, 
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all in residents. Memphis continues to have a high 
rate, which deserves special comment. Among the 
fourteen deaths six were in residents, eight in non- 
residents. There was no death from typhoid among 
the white residents of Memphis either in 1937 or in 


Tas_E 10.—Death Rates from Typhoid in 1937 








Honor Roll: No Typhoid Deaths (Twenty-Seven Cities) 


Bridgeport Newark St. Paul 
Canton New Bedford Syracuse 
Duluth Paterson Tacoma 
El] Paso Reading Tampa 
Fall River Rochester Tulsa 
Fort Wayne Seattle Utica 
Long Beach Somerville Waterbury 
Lynn South Bend Wichita 
Milwaukee Spokane Yonkers 


First Rank: from 0.1 to 1.9 Deaths per Hundred Thousand 
(Fifty-Two Cities) 


|. 0.2* Scranton.......... 0.7* 7, eee 1.3¢ 
Minneapolis....... 0.2* Springfield........ 0.7 Cincinnati........ 1.3 
Cnc sec cc ves 0.3 Cambridge........ 0.8 Indianapolis...... 1.3 

i | Sere 0.3 Elizabeth......... 0.8 i! Sere 1.3 

Jersey City....... 0.3 Miwickcsetantics 0.8* Birmingham...... 1.4 

es eee 0.3 Kansas City, Kan. 0.8* Pac <aacdees 1.4t 
i” Se 0.3 a 0.8 Kansas City, Mo.. 1.4t 
| 0.3 yo ee 0.8* Philadelphia...... 1.4 

Creer 0.4* Bide takven ss 1.0 Columbus......... 1.5 

Providence........ 0.4 Grand Rapids..... 1.1* pi Serres 1.6 
Cleveland........ 0.5 co eae 1.1 ae 1.6 

Worcester......... 0.5* ree & | San Diego......... 1.6+¢ 
Louisville......... 0.6* Youngstown...... 1.1 Chattanooga..... 1.7 

San Francisco.... 0.6 Baltimore......... 1.2 Was ch cceaee 3.7* 
Des Moines........ 0.7 Nashville.......... 1.2 Wilmington....... 1.8 

Los Angeles....... 0.7+ New Haven....... 1.2 , | ee 1.9 
Pittsburgh........ 0.7+¢ WO cesecccccac ky Washington...... 1.9 

Salt Lake City.... 0.7 

Second Rank: from 2.0 to 4.9 (Thirteen Cities) 

Co eee 2.0 a ee 3.0* Knoxville......... 3.2 

Fort Worth....... 22 ea 3.0 San Antonio...... 3.8 

New Orleans...... 2.3t Oklahoma City... 3.1 Jacksonville...... 4.0 

po ees & Richinond......... 3.2¢ Memphis.......... 4.9F 
Evansville........ 2.7f 


Third Rank: from 5.0 to 6.3 (One City) 
naa ac. cccucticewssenavadeeabes 6.3 





* All typhoid deaths were stated to be in nonresidents. 
+ One third or more of the reported typhoid deaths were stated to be 
in nonresidents. 


1936 and only one white death in 1935. During the 
past three years there have occurred eighteen deaths 
in residents from typhoid, of which seventeen were in 
Negroes. Since the Negro population of Memphis is 
but 38 per cent of the total, the ratio of Negro to white 
deaths is statistically significant. The typhoid problem 
of Memphis involves the Negro, his mode of life, his 


TABLE 11.—Number of Cities with Various Typhoid Death Rates 








No. of 10.0 and 5.0to 2.0to 1.0to 0.1to 

Cities Over 9.9 4.9 1.9 0.9 0.0 
Pia seat isnvceces 77 75 2 0 0 0 0 
Co | eee eee 79 58 19 2 0 0 0 
pS ESE ot 22 32 30 0 0 0 
DP Grtbe ws és cewecees 89 12 17 48 12 0 0 
shee ccdsanconss 9, 3 10 30 37 12 0 
» OR ee 98 0 6 17 28 42 0 
Pe Recthccdvhewvcanace 93 2 6 30 23 22 10 
REE pyre rer 93 2 6 23 28 22 12 
ME cRsaViceseciucatet< 93 1 7 13 29 29 14 
. a ee 93 0 7 18 19 33 16 
ts 64nd ect nhacensuls 93 0 9 ll 27 23 23 
a ee 93 0 7 15 18 29 24 
ins sales p< oemaewens 93 0 3 15 21 36 18 
MN a Sule ane Susianeuacau 93 0 1 13 26 26 27 





custom of wandering into the cotton lowlands of the 
adjoining states, the inadequacy of whole time local 
health units, and the lack of an immunization program. 
During the flood period in January and February 1937, 
30,000 refugees passed through the temporary camps 
established in Memphis and were vaccinated against 
typhoid. Apparently the flood had little effect on the 
incidence of the disease. 
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The West North Central group again reports sub- 
stantially the same number of deaths as have occurred 
during the past two years (twenty-one in 1937, twenty- 
two in 1936, twenty-three in 1935). Three cities record 
no death in 1937 (Duluth, St. Paul, Wichita). In 
Duluth there has been no death for two consecutive 
years and its excellent record is maintained. In Minne- 
apolis and Kansas City, Kansas, the one death each 


TABLE 12.—Total Typhoid Rate for Seventy-Eight Cities, 
1910-1937 * 








Typhoid Typhoid Death 





Population Deaths Rate per 100,000 
22,573,435 4,637 20.54 
23,211,341 3,950 17.02 
23,835,399 3,132 13.14 
24,457,989 3,285 13.43 
25,091,112 2,781 11.08 
25,713,396 2,434 9.47 
26,257,550 2,191 8.34 
26,865,408 2,016 7.50 
27,086,696 1,824t 6.73 
27,735, 083t 1,151t 4.15 
28,244,878 1,088 3.85 
28,859,062 1,141 3.95 
29,473,246 963 3.26 
30,087,430 950 3.16 
30,701,614 943 3.07 
31,315,598 1,079 3.44 
31,929,782 907 2.84 
32,543,966 648 1.99 
33,158,150 628 1,89 

7 537 1.59 
554 1.61 
35,137,915 563 1.60 
35,691,815 442 1.24 
35,691,815 423 1.18 
35,401,715 413 1.17 
35,401,715 348 0.98t 
36,216,404 336 0.93$ 
36,771,787 280 0.768 





LARGE AMERICAN CITIES 








* The following fifteen cities are omitted from this table because data 


for the full period are not available: Canton, Chattanooga, Dallas, Fort 
Wayne, Jacksonville, Knoxville, Long Beach, Miami, Oklahoma City, 
South Bend, Tampa, Tulsa, Utiea, Wichita, Wilmington. 


+ Data for Fort Worth lacking. 

t The rate for ninety-three cities in 1935 was 1.03 (total population 
37,437,812, typhoid deaths 385), whereas in 1930 it was 1.64, and in 1933 
and 1934 it was 1.24 and 1.25, respectively. The 1931-1935 average for the 
ninety-three cities is 1.31. 

§ Rate for ninety-three cities in 1936 was 0.96 (total population 
38,249,094, typhoid deaths 365). 

# Rate for ninety-three cities in 1937 was 0.82 (total population 
38,885,435, typhoid deaths 318). 

Special Note.—Deaths for 1936 have been corrected, as Yonkers origi- 
nally reported seven deaths and later corrected report to one death. 


was stated to be in nonresidents. Following a period 
of two consecutive years with no death and the record- 
ing of two resident deaths in 1936, Wichita returns to 
the honor roll with no death in 1937. 

The eight cities in the West South Central group 
show a marked improvement over the rates for preced- 
ing years (2.34 in 1937, 3.99 in 1936, 3.82 in 1935). 
The 1937 rate is approximately one half of the average 
for the five year period 1931-1935 (5.36). The actual 
number of deaths in this group of cities dropped from 
seventy-nine in 1936 to forty-nine in 1937. In 1936 
three of the eight cities recorded rates in excess of 4.0. 
In 1937 there was no city with a death rate as high 
as 4.0. In Dallas it is stated that all of the nine deaths 
recorded were in nonresidents. Of twelve deaths 
reported for New Orleans, nine were in nonresidents. 
Again it is well to emphasize a variation in statistical 
practices encountered throughout the country. Table 7 
records the death rate in Dallas in 1937 as 3.0. Assum- 
ing that all of the nine nonresident deaths occurred in 
persons residing within the state of Texas and further 
assuming the same statistical practice which is used in 
Chicago, where nonresident deaths are charged back 
to Illinois communities, the death rate in Dallas in 1937 
would be 0.0 instead of 3.0. This but emphasizes the 
need of a common basis on which to record statistical 
evidence. 
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The cities in the Mountain and Pacific states show a 
continued reduction in the rate (0.68 in 1937, 0.80 in 
1936). There were recorded twenty-eight deaths jy 
1937, thirty-two deaths in 1936. In 1937 there were 
four cities with no death (Seattle, Long Beach, Spokane, 
Tacoma). There was but one city with a rate in excess 
of 2.0 (Denver). Among ten deaths occurring in Los 
Angeles, six were in nonresidents. Of four deaths in 
San Francisco, three were in residents. Tacoma, after 
two consecutive years of freedom from typhoid and the 
reporting of one resident death in 1936, returns in 1937 
to the honor roll with no death. 


THE HONOR ROLL 


The number of cities with no death from typhoid has 
increased to twenty-seven. In 1936 there were but 
eighteen such cities. However, in 1935 there were 
twenty-four cities on the honor roll. We pay special 
tribute to the nine cities listed in table 9, which report 
no typhoid death in 1936 and 1937. Bridgeport and 
Somerville have had no typhoid death in four consecu- 
tive years; Fort Wayne in three consecutive years. 
There remains but one city in the third rank with a 
death rate in excess of 5.0. Several of the cities in the 
first rank would appear on the honor roll were they 
not charged with deaths in nonresidents. 

An examination of table 11 shows the distinct swing 
“to the right.” A new high of twenty-seven has been 
attained for cities with no deaths; a new low of but 
one for cities with a death rate from 5.0 to 9.9. 


LOWEST RECORD REACHED 

For the seventy-eight cities for which complete data 
are available since 1910 there occurred 280 deaths from 
typhoid in 1937, which is the lowest of record (336 in 
1936). The rate for this group of cities is for the 
third consecutive year less than 1.0. The rate for the 
ninety-three cities studied in 1937 is also below 10 
(0.82) and considerably below the corresponding rate 
for 1936 (0.96). This statistical study again shows a 
downward trend in the death rate from typhoid in the 
large cities of the United States. Some small outbreaks 
have been reported but none of epidemic proportion. 


TABLE 13.—Total Typhoid Death Rate per Hundred Thousand 
of Population for Ninety-Three Cities According to 
Geographic Divisions 


——e 
——— 








Typhoid Typhoid Death Rates 
Deaths 
Popula- ——~—~ 1931- 1926- 
tion 1937 1936 1987 1996 1935 1935 1930 19% 
New England......... 2,640,938 12 11 0.45 0.42 0.49 0.70 131 bd 
Middle Atlantic.......13,426,806 68 74 0.51 0.56 0.55 0.80 1.40 ‘a 
South Atlantic...... . 2,609,531 51 40 1.96 1.55 2.58 2.70 4.50 He 
East North Central.. 9,870,249 61 70 0.62 0.72 0.60 0.75 1.29¢ a0 
East South Central.. 1,330,969 28 43 2.10 3.35 3.04 4.81 8.31 v1 
West North Central.. 2,778,245 21 22 «0.76 ~+0.79 0.85 1.24 1.83, om 
West South Central.. 2,084,616 49 79 2.34 3.99 3.82 5.36 7.823 233 
Mountain and Pacific 4,144,087 28 32 0.68 0.80 0.88 0.88 1.80 
ed 





* Lacks data for Jacksonville and Miami. 

+t Data for South Bend for 1925-1929 are not available. 
t Lacks data for Oklahoma City in 1926. 

$ Lacks data for Oklahoma City. 


Routine vaccination of the population is not practiced 
except under flood conditions. However, in progressiv® 
communities vaccination is urged for contacts to casts 
and for persons who travel widely in countries WH" 
sanitary conditions are not of the best. Note ay 8 
the improvement in the South, where the pre 
typhoid in surrounding rural areas continues to 
materially the large cities in attaining a lower 
from typhoid. 
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THE PHYSICAL ASPECTS OF ULTRA- 
VIOLET THERAPY 


W. W. COBLENTZ, Pu.D., Sc.D. 
WASHINGTON, D. C. 


Modern ultraviolet therapy has an interesting his- 
torical background. Following the observations of 
Huldschinsky, who in 1919 cured rickets in children by 
means of rays from the mercury quartz lamp, advance- 
ments have been rapid. It was shown in turn by various 
investigators that irradiation would produce in foods 
an antirachitic effect, that this induced property was 
destroyed by excessive irradiation, that the activatable 
substances in foods were ergosterol and a closely related 
compound associated with cholesterol and, to some 
extent, probably other sterols. A particularly valuable 
tool in the development of this knowledge has been the 
spectroscope. Considerable information has been accu- 


mulated about the spectroscopic properties of vitamin 
D and related compounds. It is well known that every 
chemical compound has a characteristic absorption 


spectrum. Heilbron and his collaborators* reported 
that the ultraviolet absorption spectrum of cholesterol 


has only a general absorption, which means that it has 
no bands of selective absorption. They reported also 
that cholesterol ordinarily contains a small quantity of 


a foreign substance that has well defined absorption 
bands at 2,090, 2,800 and 2,930 angstroms, respectively. 
This substance appears to be a precursor of vitamin D. 
It disappears on irradiation and the appearance of anti- 
rachitic potency. Unfortunately the ultraviolet absorp- 
tion bands, if any, of vitamin D are not sufficiently 
pronounced and sufficiently different from that of ergos- 
terol to make possible an exact identification of the 
antirachitic substance. 

In chart 1 (see additional data * in chart 2) is shown 
the ultraviolet absorption spectrum of exceptionally 
pure ergosterol, dissolved in optically pure 95 per cent 
alcohol (concentration, 1 Gm. per liter) before 
and after irradiation with a quartz mercury vapor 
lamp, as described by Bills and his collaborators.* 
The sharp absorption maximums of the nonirradiated 
oil at 2,700, 2,820 and 2,935 angstroms (270 milli- 
microns, mu in the charts), respectively, are to be noted. 

Starting with a nonirradiated stock solution of 
ergosterol, having no antirachitic activity, Bills and his 
collaborators * found that, although no new absorption 
bands occurred, after seven and a half minutes’ irradia- 
tion the animal tests revealed the development of an 
fnormous antirachitic potency, 150,000 times that of 
average cod liver oil. After an exposure of twenty-two 
and a half minutes the potency increased to 250,000 
times that of average cod liver oil. After an irradiation 
of thirty minutes’ the maximum at 2,935 angstroms 
had disappeared ; the maximum at 2,820 angstroms,was 
still conspicuous; the maximum at 2,700 angstroms 
(chart 1) was decidedly distorted, showing the develop- 
ment of a new band at 2,520 angstroms, and the anti- 
bate potency had dropped to 200,000 times that of 
€ cod liver oil used as a standard. After three ‘hours’ 
radiation, when the new absorption band at 2,480 


1. Heilbron, 1 M.: K 
» 4. M.; Kamm, E. D., and Morton, R. A.: The Absorp- 
vem of Cholesterol and Its Biological Significance with Reference 


On Ergon Biochem. J. 21:78, 1927. Morton, Heilbron and Kamm, 
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W.: Solar Ren 561, 1929, von Wijk, A.; Reerink, E. H., and Mérikofer, 
3. B Cation and Vitamin D, Strahlentherapie 39: 3, 1930. 
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angstroms had developed to its maximum intensity, the 
antirachitic potency had almost vanished. Continuing 
the irradiation for from four to fifteen hours had but 
little effect on the new absorption spectrum, which 
has a maximum at 2,480 angstroms. The antirachitic 
potency could not be restored, showing that the new 
photochemical product is not vitamin D, for its appear- 
ance coincides with the destruction of antirachitic 
potency. As a result of these biologic tests with more 
than 7,000 rats, Bills and his collaborators concluded 
that the spectroscope cannot replace the biologic method 
in studying the formation of vitamin D because the 
wavelengths absorbed by vitamin D and by which it is 
destroyed apparently lie in the same spectral region as 
the wavelengths which activate ergosterol. 

According to Morton, Heilbron and Kamm? the 
destruction of vitamin D is the result of excessive 
irradiation (though not exclusively) by wavelengths 
shorter than about 2,700 angstroms. Reerink and Van 
Wijk* report that ; 
irradiation of ergos- 
terol with wavelength 1o00F 
2,537 angstroms 
gives rise to a series 
of reaction products 
that differ from that 
caused by irradiation 8000 
with wavelengths 
longer than 2,750 
angstroms. By ex- 
cluding wavelengths 
shorter than 2,750 
angstroms it was 
possible to convert 
60 per cent of the 
ergosterol into vita- 
min D before the 
secondary _reaction 
(destruction of vita- 
min D) became im- 
portant. When the 
wavelengths 2,537 
and 2,654 angstroms 
were included, only 
a much smailer amount of ergosterol could be converted 
into vitamin D before destructive action interfered. 

Using monochromatic radiation, Marshall and Knud- 
son ° reported that the highest concentration of vitamin 
D which could be produced by direct irradiation of 
ergosterol was 35 per cent. They also report that vita- 
min D is destroyed by radiation of the same wave- 
lengths that produce it. 

No investigations appear to have been made to deter- 
mine whether, after destruction of vitamin D by the 
shorter ultraviolet wavelengths (from 2,480 to 2,650), 
the antirachitic activity can be restored by irradiation 
with the photochemically effective wavelengths at 2,894 
to 2,967 angstroms respectively. In this connection, 
attention is called to an interesting photochemical reac- 
tion that occurs in glass, in which the same wavelength 
can restore or destroy a chemical constituent, depending 
on the wavelengths (shorter or longer) used in the 
previous irradiation.® 
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Chart 1.—Effect of irradiation for dif- 
ferent lengths of time on the ultraviolet 
absorption spectrum of ergosterol. 





4. Reerink, E. H., and von Wijk, A.: The Vitamin D Problem: I. 
The Photochemical Reactions of Ergosterol, Biochem. J. 23: 1294, 1929. 

5. Marshall, A. L., and Knudson, A.: Formation of Vitamin D in 
Er =e hy Monochromatic Radiation, J. Am. Chem. Soc. 52: 2304 
(May) 1 ‘ 

6. Coblentz, W. W., and Stair, R.: Ultraviolet Transmission Changes 
in Glass as a Function of the Wavelength of the Radiation Stimulus, 
J. Res. Nat. Bur. Stds. 13: 773 (Dec.) 1934. 
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Early in these investigations Hess* reported that 
rats fed on untreated cadaver and calf skin developed 
rickets, whereas all rats that received irradiated skin 
were protected against rickets. The logical deduction 
seemed to be that the antirachitic effect was brought 
about by activation of the cholesterol (and ergosterol) 
in the superficial layer of the skin, just as crystalline 
cholesterol can be activated by irradiation. More sig- 
nificant, however, seems to be his report, even at this 
early date, that crystalline cholesterol, after prolonged 
irradiation, gradually became inactive, and eventually 
became inert in its effect on rickets. 

In view of the foregoing results, even though no ill 
effects seem to have been reported, and an excessive 
exposure is limited by skin tolerance as manifested by 
the erythemal reaction, the question arises as to the 
desirability of conducting ultraviolet therapy with lamps 
emitting an excessive amount of ultraviolet radiation 
of wavelengths shorter than 2,800 angstroms. For 
example, in the so-called cold quartz type of mercury 
vapor lamp, more than 95 per cent of the biologically 
effective radiation that is emitted is of the wavelength 
2.537 angstroms (chart 4). These short wavelengths 
have a specific germicidal action (chart 2) and, hence, 
are useful in dermatology. Nevertheless it is a question 
whether rays of such short wavelengths should be used 
in general ultraviolet therapy. In view of this uncer- 
tainty, the Council on Physical Therapy does not accept, 
for home use without the direction of a physician, lamps 
that emit an appreciable amount of ultraviolet radiation 
of wavelengths shorter than 2,800 angstroms. 

Because of the shortcomings of the spectroscopic 
examination of provitamin D materials, recent investi- 
gations on this subject are based principally on the bio- 
logic effects in curing rickets. It was early found that 
different antirachitic substances may not have equiva- 
lent values when tested on different species of animals. 
In view of the great differences in antirachitic action 
of substances naturally endowed with vitamin D, and of 
substances antirachitically activated by ultraviolet radia- 
tion, as determined biologically on rats and chicks, the 
question naturally arises as to the effect that may be 
expected in prevention or healing of rickets in children, 
either by feeding activated food or by ultraviolet irra- 
diation. 

Of especial importance is the question of the intensity 
of the source of ultraviolet radiation used. The Coun- 
cil on Physical Therapy has had to consider the accepta- 
bility of lamps that emitted ultraviolet radiation of so 
low an intensity that it would have required an exposure 
of from fifteen to thirty hours or more to produce a 
threshold erythema (M.P.E.). Yet it was claimed that 
such lamps effected healing of rickets in rats and chicks. 

It was noted that these lamps emitted a large amount 
of infra-red radiation and the question arose regarding 
the effect of heat (the temperature of enclosure) on 
antirachitic action, about which there seems to be a great 
dearth of information. In this connection the experi- 
ments of Ludwig and Ries* are of especial interest. 
New-born rats were reared in especially constructed 
enclosures, covered with red, blue and clear glass, and 
exposed (Bern, Switzerland, high elevation, clear atmos- 
phere) for 200 or more days. Throughout the test these 
experimenters observed the greatest growth under red 
glass, which they ascribe to the stimulation of the 
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‘growth vitamin” by red and infra-red rays, as distin- 
guished from vitamin D stimulation by ultraviolet rays, 

The specific effect of ultraviolet radiation in healing 
rickets is one of the chief arguments for using ultra- 
violet in therapy. If the alleged healing of rickets, 
with lamps that emit but little ultraviolet, is true, then 
it would seem to indicate that but little ultraviolet irra- 
diation is required to prevent rickets; also that the 
importance of ultraviolet in therapy has probably been 
greatly overestimated and that the high pressure sales 
promotion of expensive ultraviolet lamps has been a 
colossal imposition on the purchaser. 

From the foregoing discussion, and brief references 
to investigations of vitamin D, it may be noted that the 
use of ultraviolet radiation involves a number of very 
complex, and little understood, biochemical and _bio- 
physical phenomena, some of the latter of which will 
now be described, and their relation to phototherapy 
will be indicated. 


THE SPECTRAL RANGE OF ANTIRACHITIC AND 
ERYTHEMAL REACTION 

The earliest experiments on the spectral range of 
antirachitic and erythemal reaction were confined to the 
spectral activation of irradiated foods, which, in turn, 
were fed to rachitic animals to determine the anti- 
rachitic effectiveness of the irradiated material. Thus 
Hess and his collaborators ® found that cholesterol, 
after exposure to homogeneous radiation of wave- 
lengths 2,804 and 3,024 angstroms, had a marked 
healing effect in rachitic rats, whereas the emission line 
of the mercury are at 3,132 angstroms had only a 
slight or no effect on cholesterol, as determined by its 
power to heal rickets. 

Among the earliest direct determinations of the 
(antirachitic) healing power of different wavelengths of 
homogeneous radiations are the observations of Sonne 
and Rekling,!° who found that the strong emission lines 
of the mercury arc at 2,537, 2,650, 2,804, 2,967 and 
3,024 angstroms had an antirachitic action, whereas 
wavelengths at 2,400 and 2,480 angstroms had only a 
slight effect; the emission line at 3,132 angstroms had 
a doubtful effect, and the line at 3,663 angstroms had no 
curative effect at all. 

Using filters to limit the spectral range, Maughan” 
found that the emission line of the mercury arc at 
2,967 angstroms was the most important, and the sec- 
ond in importance in curing rickets (in chickens) was 
the emission line of wavelength 2,894 angstroms. Con- 
sidering the difficulties involved in evaluating the 
radiation intensity, his estimate that the line at 3,024 
angstroms is about one fourth as effective as the maxr 
mum (at 2,967 angstroms) is in accord with more 
recent and more extensive research. In agreement with 
others, he found that the emission line at 3,132 ang- 
stroms has no appreciable curative value in healing 
rickets. 

The most recent and most precise evaluation of the 
spectral antirachitic action of ultraviolet radiation 18 by 
Bunker and Harris.12 The wavelengths of homogeneous 
radiation were isolated with a powerful quartz mony 
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chromator, and their intensities were evaluated radio- 
metrically. More than 300 albino rats were used in these 
irradiation tests. Since complete healing (as judged by 
x-ray and line test) cannot be judged accurately, their 
criterion for judging antirachitic action was the degree 
of partial calcification known as the equivalent of one 
Steenbock unit of standard vitamin D. The principal 
emission lines of the mercury arc between 2,537 and 
3,025 angstroms inclusive were demonstrated to have 
antirachitic properties, and the adjacent lines at 2,483 
and 3,132 angstroms, respectively, were found inactive. 

In chart 2 is shown the spectral antirachitic response 
for an equal energy spectrum, as deduced from the data 
published by Bunker and Harris.’* The response curve 
is not necessarily smooth and free from indentations, 
although it is so depicted for the purpose of this dis- 
cussion. !n chart 2 also is given the spectral absorption 
of ergostcrol.? From this it can be seen that if, as some 
suppose, the healing of rickets is associated in some 
manner with the activation of the sterols (ergosterol, 
cholesterol) present in the superficial layer of the skin, 
then, since photochemical action occurs only in the 
region of absorption, there should be a close parallelism 
between these two curves, as indicated. For the present 
this appears to be an interesting coincidence, the biologic 
significance of which awaits solution. For comparison 
there is shown in the chart the maximum lethal action 
for the equal energy spectrum for Bacillus coli.‘* This 
appears to lie in the region at 2,600 angstroms and is 
probably not true for bacteria in general. However, the 
fact that many kinds of bacteria survive the ultraviolet 
in sunlight indicates that wavelengths shorter than 2,900 
angstroms may be expected to have the greatest lethal 
action. 


The Spectral Erythemic Reaction—In chart 2 is 
shown the average spectral erythemic reaction of the 
untanned skin to an equal energy spectrum,** based 
on the researches of Hausser and Vahle, of Luckiesh, 
Holladay and Taylor, of Coblentz, Stair and Hogue, 
and of Ruttenauer. Considering the fact that Hausser, 
Coblentz and Riittenauer used wavelengths of homo- 
geneous radiation isolated with a spectroradiometer as 
stimuli, whereas Luckiesh used wide bands of filtered 
radiation, there is good agreement among the various 
observers. One difficulty in estimating a threshold or 
minimum perceptible erythema (defined as a reddening 
of the skin that disappears in less than eighteen hours ) 
is that for the longer wavelengths, for a slight over- 
exposure, pigmentation is visible, within twenty-four 
hours after exposure. Moreover, the minimum per- 
ceptible erythema is easily affected by the kind of diet 
(acid foods increase the erythemal reaction and pig- 
mentation ; alkali foods weaken erythema and pigmen- 
tation **) and also by external conditions. For example, 
Wiping the irradiated skin with benzene or toluene 
causes the minimum perceptible erythema to disappear, 
and wiping with alcohol, twenty-four hours after irra- 
lation, causes a reddening of some of the exposures 
that were invisible. Hence, before making an erythema 
test the parts that are to be irradiated should be 
washed with soap and water, thoroughly dried, and left 
untouched for twenty-four hours or more. 
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The spectral reaction differs from (and seems less 
complex than) the visual response in that there are two 
maximums, at 2,500 and 2,967 angstroms respectively. 
In contrast with the visual response, these maximums 
are not affected by the intensity or the spectral com- 
position (the “color”) of the source. This deduction 
follows from the close agreement between the observed 
and calculated erythematogenic efficiencies of various 
sources of heterogeneous ultraviolet radiation.’® 

By selecting a group of healthy persons of average 
skin pigmentation there seems to be no difficulty for a 
manufacturer to establish an erythema standard for 
judging the ultraviolet output of a lamp. This seems 
to follow from the fact that, from a knowledge of 
the ultraviolet spectral energy distribution of a lamp 
and the average spectral erythema response,’* I have 
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Chart 2.—The antirachitic response for an equal energy spectrum is 
shown, by circles connected by the broken line, as compared with the 
spectral absorption of ergosterol. The chart also shows the curve of 
lethal action for Bacillus coli and the average spectral erythemic reaction 
of the untanned skin to an equal energy spectrum. 


repeatedly verified, by calculation, the claims made by 
a manufacturer that his lamp produces an erythema in a 
certain time of exposure. 

As shown in chart 2, the wavelength limits of anti- 
rachitic and erythemal action are in close coincidence. 
Hence, since the time of exposure to ultraviolet radia- 
tion depends on skin tolerance as indicated by the ery- 
themal response, it is apparent that, with the lamps now 
available in ultraviolet therapy, the time of exposure is 
limited by skin tolerance. 

In response to a request for a simple means of deter- 
mining whether a lamp emits ultraviolet radiation and 
in order to protect the public from imposition by pur- 
chasing a lamp that emits little or no ultraviolet radia- 
tion, the Council on Physical Therapy of the American 
Medical Association has adopted *’ and, until a more 
practicable and reliable procedure is proposed, will use 
the erythemal reaction as a basis for judging the 





16. Coblentz, W. W.; Stair, R., and Hogue, J. M.: Tests of a 
Balanced Thermocouple and Filter Radiometer as_a Standard Ultra- 
violet Dosage Intensity Meter, J. Res. Nat. Bur. Stds. 8:759 (June) 
1932. 
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effectiveness (the ultraviolet output) of a sun lamp. 
The Council does not prescribe the dosage, which 1s 
left to the judgment of the physician. It requires for 
acceptance that a lamp, sold at a special (advanced) 
price, shall emit ultraviolet of sufficient intensity, at a 
fixed distance (2 feet) to produce an erythema (M. P. 
E.) in one hour—certainly a reasonable requirement. 
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Chart 3.—Erythematogenic effectiveness in different parts of the 
spectrum, The distribution of energy is shown in the ultraviolet spec- 
trum of the carbon arc, with cored electrodes (White Flame ‘‘Sunshine”’ 
carbon), electrodes impregnated with iron oxide (B carbon), and with the 
oxides of a number of metals (C carbon). The shaded areas represent the 
product of the relative spectral intensities and the spectral erythemic 


response. 


SOURCES OF RADIATION FOR USE IN ULTRAVIOLET 
LIGHT THERAPY 

From the coincidence of the spectral range of wave- 
lengths of the erythemal and the antirachitic reaction it 
is evident that, with the sources of ultraviolet radiation 
now in general use (having a strong emission in the 
spectral region of 2,500 and 3,000 angstroms respec- 
tively ), the dosage time of exposure that can be employed 
without causing a burn is determined by skin tolerance 
as measured by the erythemal reaction. 

This is evident from a study of charts 3 and 4. 
Chart 3 depicts the distribution of energy in the ultra- 
violet spectrum of the carbon arc, cored electrodes 
impregnated with iron oxide (B carbon) and with the 
oxides of a variety of metals (C carbon) being used. 
The shaded area, which is the product of the relative 
spectral intensities and the spectral erythemic response 
(chart 2), shows the erythematogenic effectiveness in 
different parts of the spectrum (wavelengths ; 310 milli- 
microns = 3,100 angstroms). 

Similarly, in chart 4 is shown the ultraviolet spectral 
energy distribution (relative intensities) of the sun, 
of magnesium (Mg), and of various forms of the 
mercury vapor arc, in Corex glass and in fused quartz 
enclosures. Here the unshaded areas give the intensi- 
ties of the individual emission lines and the dark areas 
give the relative effectiveness of each line in generating 
an erythema. 

In the treatment of rickets by irradiation there is but 
little difference in the erythematogenic and antirachitic 
efficiencies of the various sources of ultraviolet radia- 


tion now in use. For example, on the basis of the 
results published by Bunker and Harris,’ assuming 
that the spectral antirachitic response in human beings 
is the same as observed on experimentally induced 
rickets in rats (chart 2), the ratio of the calculated 
antirachitic efficiency of the ultraviolet radiation from 
various sources is as follows: “Therapeutic C” (poly- 
metal) cored carbon arc (antirachitic + erythemal = 
1.35) ; low voltage, high temperature mercury vapor arc 
in quartz (Uviarc) 1.14; high temperature, mercury 
vapor arc in Corex D glass (General Electric Company, 
S-1) 1.14; low vapor pressure, high voltage, low tem- 
perature (so-called cold quartz) mercury vapor are in 
quartz 1.12 and midlatitude, midsummer, midday, sea 
level sunlight 0.95. 

From this it can be seen that, of the various artificial 
sources now in use, only with the carbon arc impreg- 
nated with metals (Mg) having a strong emission in 
the spectral region of from 2,700 to 2,900 angstroms 
is it possible to deliver an appreciably (35 per cent) 
greater amount of antirachitic radiation than erythema- 
togenic radiation, in the time fixed by skin tolerance as 
determined by the erythemal reaction. 

This does not take into consideration the efficiency 
of antirachitic action as dependent on the before men- 
tioned efféct, possibly of different wavelengths on cal- 
cium and phosphorus metabolism, and also on the 
deactivation effect of short wavelengths on vitamin D, 
which may militate against long exposures with sources 
having a strong emission of wavelengths shorter than 
about 2,800 angstroms, e. g., the so-called cold quartz 
lamp, in which over 95 per cent of the activating radia- 
tion is in the resonance emission line at 2,537 angstroms. 
On the other hand, such a source (cold quartz) permits 
an overexposure, by a factor of 5 or perhaps more, 
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Chart 4.—Comparison of the ultraviolet spectral energy distribution of 
sunlight and the light from various forms of lamps. The uns! areas 
represent intensities of individual emission lines; the dark areas represent 
the relative effectiveness of each line in producing an erythema. 


without causing a painful watery blister that results 
from a slight overexposure to sources of ultra 
having a relatively strong emission of wavelengt 
3,100 to 3,200 angstroms. From this it appears 
since the erythemal reaction is a measure of sk tol 
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healing rickets. 
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Incidentally it is of interest to note that the amount 
of ultraviolet radiation that can be applied practically to 
milk is influenced by the flavor that is developed; also 
that the antirachitic quality of the irradiated milk is 
proportional to the total ultraviolet energy imparted to 
the milk.’ By using a carbon arc lamp with cored 
electrodes containing magnesium, which has a strong 
emission at 2,800 angstroms, more than three times the 
energy (of wavelengths 2,600-3,100 angstroms) could 
be imparted to the milk before a perceptible flavor 
developed, than with sources that are weak in radiation 
at 2,800 to 2,900 angstroms. 

Obviously in the healing of rickets, or in the pro- 
duction of vitamin D in milk, the time of exposure 
could be greatly prolonged if a source were available 
that emits radiation predominantly in the spectral band 
at 2,800 angstroms. However, there are no practicable 
filters available having a high transmission at 2,800 
angstroms to isolate efficiently this spectral band of 
radiation in the commonest sources of ultraviolet radia- 
tion; and the spark discharge between the electrodes of 
magnesium, which has a strong emission in the region 
of 2.800 angstroms, is too noisy, too irregular in 
emission, and too inefficient for use as a source of 
ultraviolet having strong antirachitic action and a weak 
erythematigenic action. 

In a recent discussion of this subject Seitz *® quotes 
data publis!ied by Pincussen *° on the emission spectrum 
of the low pressure discharge through magnesium 
vapor, in 2 special ultraviolet-transmitting glass bulb, 
in which there is strong emission at 2,796 angstroms 
and especially at 2,852 angstroms (see upper part of 
chart 4, My). The practical application of such a lamp 
remains to be determined. Hence in the meantime it 
will be more efficient to shorten the time of exposure to 
the ordinary sources of ultraviolet radiation in order 
to avoid production of a burn instead of using a source 
of filtered radiation emitting wavelengths only in the 
region of 2,800 angstroms, which have practically no 
erythematogenic action but which, because of their low 
intensity, require a long exposure for effective anti- 
rachitic action. 

From the foregoing discussion it may be noted that 
since many sources of ultraviolet are weak in radiation 
of wavelengths shorter than 2,800 angstroms or have 
glass enclosures to intercept wavelengths shorter than 
2,800 angstroms (in the case of the sun, the spectrum 
terminates at about 2,900 angstroms) the emission line 
at 2,967 angstroms is useful as a standard for evalu-) 
ating the effectiveness of sources of radiation in terms 
of both the erythemal and the antirachitic reaction, par- 
ticularly since the (dosage) time of exposure depends on 
skin tolerance, as indicated by the erythemal reaction.’® 


CONCLUSION 
It is to be emphasized that the curative properties of 
a lamp are not necessarily measured by its power to 
generate an erythema; also that the dosage, whether 
erythemal or suberythemal, should be left to the dis- 
cretion of the physician. However, in order that a lamp 
re oem as a therapeutic agent it should emit suff- 
rig raviolet to produce an erythema in a reasonable 
the oh €xposure (say fifteen minutes or shorter) if 
Physician desires to give an erythemal dose. 
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Tue Councit oN PuysICAL THERAPY HAS AUTHORIZED PUBLICATION OF 
THE FOLLOWING REPORTS. Howarp A. Carter, Secretary. 


BURDICK FEVER THERAPY CABINET 
ACCEPTABLE 


Manufacturer: Burdick Corporation, Milton, Wis. 

The Burdick Fever Cabinet is designed to prevent heat loss 
from the body in order to maintain the temperature at the 
desired level during fever treatments. It is used in conjunction 
with either the Burdick Magnetherm or the Triplex Short 
Wave unit, which raises the body temperature to the prescribed 
degree. It is claimed that the cabinet will hold the temperature 
approximately level at this point for any desired length of time. 
A forced air conditioning system maintains from 85 to 190 per 
cent humidity, as desired. 

The hinged cabinet cover and the side drop door are made of 
16 gage aluminum with double wall construction. The lower 
section of the cabinet is constructed of 20° gage reinforced steel. 
The cabinet is finished in ivory. It is 72 inches long by 32 
inches wide by 53% inches high and has a collapsible head rest 
12 by 18 inches in dimensions. The latter may be elevated to 
a position comfortable to the patient. The hinged cover operates 
by means of a spring counterbalance. When closed, the front edge 
rests on a hinged side panel which may be dropped outward 
to simplify placing the patient in the cabinet. This side piece 
contains a sliding panel 3334 by 6 inches in size, with smooth 
rounded edges surrounding the opening. It provides convenient 
access for administering to the 
patient’s needs during treat- 
ment. The cover of the cabi- 
net is provided with flanges, 
and the condensed moisture 
created by the humidifier re- 
mains inside the cabinet. 

Although the short wave 
unit is placed at the foot of 
the cabinet, the control 
switches are situated at the 
head end of the cabinet for 
the convenience of the operator. The main switch controls the 
air-conditioning fan and is left on during the entire treatment. 
There are two subsidiary switches to control the heat in the 
cabinet, which is provided by two dry heat elements of 300 and 
400 watt capacity. These are used to preheat the cabinet before 
treatment and may be used later to raise the temperature inside 
the cabinet if necessary. A fourth switch regulates the immer- 
sion heater in the water pan, providing control for moisture, 
and has 1,000 watt capacity. A thermometer registering internal 
heat of the cabinet and a gage indicating relative humidity are 
also mounted at the head end of the cabinet. 

The air-conditioning equipment is placed in the lower part of 
the cabinet in a moisture-proof container. A constant water 
level humidifying pan with automatic float valves feeds water 
from a glass percolator mounted at the foot end of the cabinet. 
There is a stopcock in the bottom of the pan to permit drainage. 
The water is vaporized by the immersion heater and circulated 
by means of a fan and air deflectors which force air through a 
duct at the foot of the cabinet with a return duct at the head. 
It is claimed that this provides a uniform temperature and 
humidity in all parts of the cabinet. Construction of the cabinet 
permits the induction and maintenance of cabinet temperature 
not over 1 to 3 degrees above the rectal reading on fevers ranging 
up to 104 F. and not over 2 to 4 degrees above rectal temperature 
in fevers from 104 to 106.5 F., according to the firm. 

The patient is placed on a thick flexible Hairtex mattress 
covered with rubberized silk and a removable terry cloth cover. 
This mattress rests on a hard wood rack treated to resist 
moisture, which supports an inductance cable mounted flush. 
The inductance cable ends, fitted with sliding rubber stoppers, 
are pushed through the end of the cabinet, fitting into jacks 
in the short wave unit. 














Burdick Fever Therapy Cabinet. 
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Preheating of the cabinet shortens the time required to raise 
the patient’s temperature by means of the short wave unit. The 
unit is shut off when the patient’s rectal temperature is within 
1 degree of the desired level, since the patient’s temperature 
usually continues to rise after the current is turned off. The 
firm recommends that an electrical indicating rectal thermometer 
be used as soon as the short wave current is off. With 
this in place, the operator may regulate or maintain the rectal 
temperature by moist and dry heat control switches and the 
sliding panel in the side of the cabinet. 

As evidence of the ability of the Fever Cabinet to maintain the 
desired temperature level, the firm submitted thirteen tempera- 
ture charts showing rectal temperatures of 106 F. or more. The 
average inductance period (current on—current off) was approxi- 
mately one and one-half hours. Levels between 106 and 107 F. 
were maintained for five and three-fourths hours on an average. 
Three charts were submitted to show the constancy with which 
the rectal temperature may be maintained. Each of these three 
charts shows that rectal temperatures were held constant at 
approximately 104 F. for five hours. The temperature and 
humidity inside the cabinet were given in these three charts, 
indicating a femperature average of 106.5 F. and showing 
between 95 and 100 per cent humidity. In addition, the firm 
states that there have been no reports of any undesirable effects 
on patients with reference to burns, blood pressure, pulse, respira- 
tion, discomfort or delirium. 

The unit was tried out in several institutions acceptable to 
the Council and found to give satisfactory service. 

In view of the foregoing report, the Council voted to accept 
the Burdick Fever Therapy Cabinet for inclusion in its list of 
accepted devices. a 
EASTMAN ULTRA SHORT WAVE UNIT, 

MODEL PSW, ACCEPTABLE 

Manufacturer: J. H. Eastman Company, 1304 Harper Avenue, 
Detroit. 

The Eastman Short Wave Unit is recommended for medical 
and surgical use. It is a portable model designed for use in 
the office, hospital or home, under the direction of a physician. 
The machine is housed in a plywood case, with leatherette cover- 
ing, which is 19 by 16 by 1134 inches in dimensions and weighs 
approximately 58 pounds. The equipment includes two sizes 
of flexible electrode pads with linen covers, spacing felts and 
extract linen covers. Additional electrodes are available. 

The bakelite panel has one tuning control knob and four 
patient outlets providing a number of treatment variations— 
low, medium and high—and surgical cur- 
rents for monopolar cutting and mono- 
polar or bipolar coagulation. A foot 
switch is available for use with the 
electrosurgical currents. 

Two high frequency oscillator tubes 
and two mercury vapor rectifier tubes 
comprise the circuit. The latter supply 
rectified current to the plates of the oscil- 
lator tubes, thus reducing the tube load. 
An automatic relay serves as an additional 
protection to the tubes, as does a multiple 
switch operating in fixed sequence. This 
allows the rectifier tubes to heat before 
closing power (plate) circuit. This switch 
controls all circuits within the unit. A 
neon bulb set in the panel gives direct visualization of proper 
resonance between oscillating tubes and patient circuit. 

Input power required to operate the unit at full load for a 
period of two hours was 485 watts. The output power was 
found to be 200 watts as measured by a photoelectric wattmeter. 
A 200 watt bulb was capacitatively coupled to the electrodes. 
The brilliance of this bulb was compared with the brilliance of 
the bulb when connected to a 115 volt alternating current supply. 
The power was read on an alternating current. wattmeter. 

To prevent radio interference, the wiring on the primary side 
is kept as far as possible from the oscillating circuit and radia- 
tion from it. A filter condenser is placed across the input to 
transformer to reduce high frequency feed-back into the supply 
line. A neon bulb test gave evidence that feed-back had been 
almost eliminated. 
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The firm was asked to submit evidence regarding the heating 
ability of the unit when applied to the living human thigh. It 
submitted data from tests performed by a reliable investigator, 
Three healthy male subjects were used, two observations being 
made on each, first on the right leg and then on the left. The 
cuff technic was employed, and these were spaced between 8% 
and 9 inches apart, center to center. The skin under the elec. 
trodes was covered with from four to six thicknesses of fluffy 
white flannel, except in one instance when half-inch thickness 
of felt was added. 
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Schematic diagram of circuit. 


The temperatures were taken by means of a. Leeds and 
Northrup potentiometer, a “hypodermic needle-thermocouple” 
being used for the deep muscle temperatures and a specially 
constructed disk thermocouple for the readings on the skin 
The initial temperature was taken and then the current was 
applied for twenty minutes. The deep muscle temperature was 
taken with an average interval of sixty seconds from the turning 
off of the current; the readings of the surface and subcutaneous 
temperatures were then taken in rapid order. The initial read- 
ing for the right leg was used for the initial reading of the 
left leg. The average thigh circumference was 19.6 inches. 


Average Temperatures for Six Observations, Cuff Technic 

















Deep Muscle Subcutaneous Cutaneous Oral 
— — —— ae 
Initial Final’ ‘Initial Final Initial Final ‘Initial Final 


98.7 104.2 93.9 99.5 90.5 93.0 99.0 992° 








With a photoelectric cell wattmeter, the output for the unt 
was 150 watts and the input 460 watts. When the machine wa 
operated at the aforementioned power values for two hours co 
tinuously, the temperature rise of the transformer was 
within the limits of safety. ere 

The unit was investigated in a clinic acceptable tothe. Gounel 
and found to give satisfactory service. The automatic 
switch on this device worked efficiently. 

In view of the evidence submitted to substantiate the caf 
method of application, the Council on Physical Therapy voted 
to include the Eastman Ultra Short Wave Unit, Model PSW, 
in its list of accepted devices. 
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MODEL C THERMOSPECTRAL LAMP 
ACCEPTABLE 


Manufacturer: General Electric X-Ray Corporation, 2012 
Jackson Boulevard, Chicago. 


The Model C Thermospectral Lamp is recommended for use 
wherever heat is indicated as a therapeutic agent for local 


applications. According to the firm, this lamp is similar to 
the Model B Lamp previously accepted by the Council (THE 
radiation. The unit under consideration is equipped to operate 
with an infra-red nonluminous element or incan- 
changeably with the aid of a lamp adapter. A a 
lamp may be procured which employs only the 

It is possible to secure a lamp which operates 
at the nearcst actual socket voltage. Where the 
obtained with either a 660 watt, 115 volt infra- 
red element or an 880 watt, 230 volt element. 


Journat, June 16, 1934, p. 2023) as a source of thermogenic 
descent filament bulb which may be used inter- 

infra-red nonluminous element. 
infra-red unit alone is desired, the lamp may be 

For double use, incandescent lamps with adapters 





are availab’: utilizing 250 watts for operation 
at from 110) to 130 volts or from 220 to 250 volts. aD 

A telescope stand allows the head to be Model C 
raised to a height of 66 inches or lowered to meee "agua 
33 inches. [In order to facilitate focusing, there r. 
is a convenicnt handle on the reflector head. This reflector 
is designed (0 give uniform heat radiation, without “hot spots,” 
and is an integral part of the floor stand. As a safety pre- 
caution, wire mesh completely covers the front of the reflector. 
The shipping weight of the unit is 27 pounds; when uncrated, 
19 pounds. 

The unit was tried out in a clinic acceptable to the Council 
and found to give satisfactory service. 

In view o! the foregoing report, the Council on Physical 


Therapy voted to accept the Model C Thermospectral Lamp 
for inclusion in its list of accepted apparatus. 
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ACCEPTED FOODS 


THE FOLLOWING PRODUCTS HAVE BEEN ACCEPTED BY THE COUNCIL 
on Foops oF Tn= AMERICAN MEDICAL ASSOCIATION AND WILL BE LISTED 
IN THE BOOK OF ACCEPTED FOODS TO BE PUBLISHED. 

FRANKLIN C, Brno, Secretary. 





AMERICAN TABLE BRAND GOLDEN SYRUP 


Manufacturer—American Syrup & Preserving - Company, 
Nashville, Tenn. 

Description—A table syrup; corn syrup and refiners’ syrup. 
Manufacture —A mixture of refiners’ syrup and water is 
boiled, corn syrup is added, the mixture is blended and heated. 
Various size containers are automatically filled. 

Analysis (submitted by manufacturer).—Moisture 24.1%, total 
solids 75.9%, ash 0.8%, sodium chloride 0.4%, fat (ether 
€xtract) none, protein (N x 6.25) 0.1%, reducing sugars before 
— as dextrose 31.1%, reducing sugars after inversion 
Ss %, sucrose 4.7, dextrins (by difference) 39.1%, crude fiber 
one, carbohydrates other than crude fiber (by difference) 75.0%. 

Calories —3.10) per gram; 88 per ounce. 





NUTRADIET BRAND BLACKBERRIES 
Pe PACKED IN JUICE 
stributor—The Nutradiet Company, a subsidiary of S & W 
- Foods, Inc., San Francisco. 
‘ led ot Canned blackberries packed in juice without 
sugar. 
no dinacture—Vine-ripened blackberries, from vines on which 
Pray is used after the blossoms appear, are inspected, washed, 
and mechanically packed into cans; berry juice is added 
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and the contents of the cans are heated to 85 C. for ten minutes. 
The cans are automatically sealed and processed. 

Analysis (submitted by manufacturer).—Moisture 86.4%, total 
solids 13.6%, ash 0.3%, fat (ether extract) 0.5%, protein 
(N x 6.25) 0.9%, crude fiber 2.1%, carbohydrates other than 
crude fiber (by difference) 9.3%, titratable acidity as citric acid 
0.5%. 

Calories —0.45 per gram; 13 per ounce. 

Claims of Manufacturer—For diets in which sweetened fruit 
is proscribed. 


MRS. PALEY’S BABY FOOD— 
STRAINED CEREAL 


Manufacturer.—Paley-Sachs Food Company, Houston, Texas. 

Description—Canned sieved mixture of oats, cracked wheat, 
farina, yellow corn meal and wheat germ, cooked in milk. 

Manufacture —The prepared cereals in formula proportions 
are added to definite amounts of hot milk and cooked. The 
cooked cereal is then sieved, filled into glass jars, vacuum sealed 
and heat processed. 

Analysis (submitted by manufacturer).—Moisture 74.2%, total 
solids 25.8%, ash 0.7%, fat (ether extract) 1.1%, protein 
(N x 6.25) 4.3%, crude fiber 0.2%, carbohydrates other than 
crude fiber (by difference) 19.5%, iron (Fe) 0.0011%, phos- 
phorus (P) 0.060%, calcium (Ca) 0.065%. 

Calories—1.1 per gram; 31 per ounce. 


FLORIDA’S FINEST ORANGE JUICE 

Distributor —Sun-Gold Orange Juice Company, Detroit (for 
state of Michigan); also Garland C. Norris, Inc., Raleigh, 
N. C. 

Manufacturer—Floriorange Canners, Inc., Mount Dora, Fla. 

Manufacture —Tree-ripened Florida oranges are washed and 
automatically halved and reamed. The juice is skimmed to 
remove any seeds, coarse pulp and free oil, pasteurized and 
automatically filled into cans, sealed, heat processed and cooled. 

Analysis (submitted by manufacturer).— Moisture 83.5%, 
total solids 16.5%, ash 0.8%, fat (ether extraction method) 
0.1%, protein (N x 6.25) 0.4%, reducing sugars (as invert 
sugar) 6.7%, sucrose 8.3%, crude fiber 0.2%, carbohydrates 
other than crude fiber (by difference) 15.0%, titratable acidity 
as citric acid 0.81%, vitamin C (titration) 54 mg. per 100 cc. 
(1,080 international units). 

Calories —0.6 per gram; 17 per ounce. Sugar is added before 
pasteurization in varying quantities to prouuce standaru uni- 
form sweetness. The average sugar addition amounts to about 
2 per cent by volume. 

Vitamins—Contains 1,080 international units of vitamin C 
per hundred cubic centimeters. 





GOLD MEDAL CORN MEAL (FROM 
WHITE CORN) 


GOLD MEDAL CORN MEAL 
YELLOW CORN) 


GOLD MEDAL CREAM MEAL (FROM 
WHITE CORN) 


GOLD MEDAL CREAM MEAL (FROM 
YELLOW CORN) 


Manufacturer.—General Mills, Inc., Minneapolis. 

Description—Corn meal practically free from germ and corn 
bran. The “Cream Meal” is of finer granulation than the “Corn 
Meal.” 

Manufacture—Corn kernels are subjected to thorough cleans- 
ing and tempering followed by grinding and sifting to the proper 
granulation. The germ is removed in the milling process. No 
bleach or artificial color is used. 

Analysis (submitted by manufacturer)—Moisture 12.0 to 
13.5%, ash 0.3 to 0.5%, fat (ether- extract) 0.5 to 0.9%, protein 
(N x 6.25) 8.3 to 9.3%, crude fiber 0.4 to 0.7%, carbohydrate 
other than crude fiber (by difference) 78.5 to 75.1%. 

Calories —3.5 per gram; 99 per ounce. 
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THE NATIONAL HEALTH CONFERENCE 

In August 1935, following the passage of the Social 
Security Act, the President appointed the Interdepart- 
mental Committee to Coordinate Health and Welfare 
Activities “in order that the full benefits of the varied 
federal program under the act’s provisions might reach 
with minimum delay and maximum effectiveness the 
individual men, women and children for whose aid and 
service the program was brought into existence.” Late 
in May of this year it was announced that a conference 
would be called in Washington by Miss Josephine 
Roche, chairman of the Interdepartmental Committee, 
to consider a national health program developed by the 
Technical Committee on Medical Care. With the 
approval of the Board of Trustees, Dr. Olin West, 
Secretary of the American Medical Association, invited 
Miss Roche to appear before the House of Delegates 
of the American Medical Association at the San Fran- 
cisco session to present a statement regarding the pro- 
posed national health conference. Miss Roche found 
it impossible to attend but sent a message, which was 
read to the House of Delegates by Dr. Warren F. 
Draper of the United States Public Health Service. 
The statement by Miss Josephine Roche (THE JOURNAL 
July 2, page 52) should now be read again to obtain 
the background of the present situation. This state- 
ment makes it clear that the Technical Committee on 
Medical Care has based a comprehensive health pro- 
gram largely on the National Health Survey made by 
the United States Public Health Service, a study made 
about a year ago covering 800,000 families, including 
2,800,000 people. This study was epitomized in a 
report! entitled “The Need for a National Health 
Program,” which was transmitted to the President in 
February 1938. 

In her message to the House of Delegates, Miss 
Roche pointed out that the calling of the national health 
conference was at the suggestion of President Roosevelt, 
who urged the Interdepartmental Committee to invite 





1. A National Health Program and Some Proposals Toward Its 
Design, J. A. M. A. 110: 656 (Feb. 26) 1938. 





representatives of the interested public and of the medi- 
cal and other professions to examine the health problems 
in all their major aspects and to discuss ways and 
means of dealing with these problems. Miss Roche also 
pointed out that the size of the conference would be 
limited-to permit frank discussion but that it was hoped 
that it would be truly representative of both the pro- 
fessional groups who have the technical knowledge 
and of the general public which is vitally interested jin 
the distribution and application of this knowledge, 
The conference was expected to contribute to two 
ends: first, a better understanding. of the national 
needs in the field of health and medical care; second, 
the formulation of policies which would enable the medi- 
cal and other professions, private organizations, federal, 
state and local agencies and individual citizens to 


cooperate in efforts to meet these needs. It was said,. 


however, that the national health conference would not 
take formal action on any part of the report: and that 
it was hoped that none of the groups or individuals 
participating in the conference would.attempt to make 
premature judgments or urge others:to do so. 

In an early issue of THe JOURNAL a complete 
abstract of the national health conference will be pre- 
sented, indicating the nature of the attendance and the 
character of the addresses that were made. Until the 
verbatim report becomes available, it is impossible to 
present a satisfactory abstract. Nevertheless, it is 
important that the medical profession begin thinking 
immediately in terms of the proposed national health 
program and formulate its own point of view. For 
this reason, the complete text of the national health 
program is presented in this issue of THE JOURNAL, 
page 432. 

The newspapers have reflected to some extent the 
attitude of those who were in attendance at this con- 
ference. A better understanding of this attitude 
becomes available only when there is a thorough com- 
prehension of the affiliations of those who participated in 
the conference. The group included physicians and 
representatives of correlated professions, representa- 
tives of labor organizations, of mutual aid and welfare 
organizations and of farm bureaus and federations, edi- 
tors chiefly of liberal or radical periodicals, leading 
workers in the field of the hospital and of hospital 
insurance organizations and government employets. 
The physicians who were in attendance fall into se 
eral groups, including approximately ten who at 
members of various bodies of the American Medical 
Association, four from the “Committee of 430,” te 
from the National Medical Association and several 
industrial physicians of leading corporations ; there were 
also one representative of the American Osteopathic 
Association and one representative of the optometr 


association. Immediately obvious was the ae 
the group of any real representation from vn 


be called industrial or financial leadership of W 
usually characterized as “capital.” 
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The program opened with introductory addresses by 
Miss Roche, Miss Lenroot and Surgeon General Par- 
ran. The afternoon session was devoted to prepared 
addresses by representatives of medical and welfare 
groups, the concluding address being that of Dr. Hugh 
Cabot. His statements and-his method of presentation 
were bitter and derogatory to the efforts of the medical 
profession, leading the audience into an emotional 
upheaval against the American Medical Assoctatton. ’ 
It should be remembered that feelings run high in 
Washington at this time because of the daily dramatiza- 
tion of the conflict between the Group Health Assn., 
Inc. and the District of Columbia Medical Society. 


Several of those in attendance at the conference 


responde| to the address. This conflict, rather than 
the prime purpose of the conference, was featured in 
reports of the conference in the press on the follow- 
ing day. 

The entire second day of the conference was devoted 
to a presentation of the proposed program with subse- 
quent discussion. This discussion was somewhat 


directed through selection of representatives who had 
prepared (iscussions before coming to the conference. 
The time for general discussion was naturally, there- 
fore, somewhat limited. The final sessions of the third 
day were again devoted largely to prepared discussions, 
some of them previously arranged and some presented 
on the request of those who made them; the general 
discussion during the entire conference was limited to 
a few hours. 

The summary of the National Health Program indi- 
cates that the technical committee has made five recom- 
mendations, based on its consideration of the health 
needs of the nation. The first recommendation calls 
for an expansion of public health and maternal and 
child health services. This will necessitate an addi- 
tional annual expenditure by federal, state and local 
governments of $200,000,000, the chief purpose being 
the strengthening of public health organization; the 
reduction of tuberculosis, venereal diseases and malaria; 
control of mortality from pneumonia and from can- 
cer; mental hygiene, and industrial hygiene. It is rec- 
ommended that one half of these increased funds be 
provided by the federal government. For the expansion 
of maternal and child health service, which is to include 
the provision of medical and nursing care of mothers 
and newborn infants, medical care of children, services 
lor crippled children, consultation services of specialists 
and postgraduate training, the committee recommends 
an expanding program with an additional annual expen- 
diture of $165,000,000, of which the federal government 
's expected to provide one half. These services are to 

Provided to people of all income groups in all parts 
of the United States, 

The second, third and fourth recommendations include 
aka . medical services and facilities with special 
The roeagl new diagnostic and therapeutic services. 

_committee finds that hospitals are playing 


EDITORIALS 427 


an increasing part in health and sickness services, that 
hospital accommodations are poorly adapted to the vary- 
ing needs of people, that general hospital beds are empty 
much of the time, and that there are too few low-cost 
or free beds to satisfy the needs. The committee insists 
that there are 1,300 counties without registered gen- 
eral hospitals. It therefore recommended a ten year 
program providing for the expansion of the nation’s 
“hospital facilities by 360,000 beds and the construction 
of 500 health and diagnostic centers in areas inaccessible 
to hospitals. It asks also increased financial assistance 
for these new hospitals or units during their first three 
years of operation. The annual cost of this program is 
to be $146,500,000, of which the federal government is 
expected to pay one half. 

To provide medical care for the medically needy, the 
committee recommends that the federal government 
make grants in aid to the states with a program which 
is expected to cost $400,000,000 annually, the federal 
government paying one half. 

The fourth recommendation requests consideration 
of a program for raising money by general taxation 
and special tax assessments and by special insurance 
contributions to provide medical care for every one. In 
this program it is suggested that the role of the federal 
government should be principally to give financial and 
technical aid to the states in providing sound programs 
through procedures largely of their own choice. 

The fifth recommendation concerns loss of wages 
during sickness. For this a disability compensation pro- 
gram was urged along lines analogous to unemployment 
compensation. 

The program covering recommendations I, II and IIT 
calls for a total annual expenditure of $850,000,000. 
Recommendations IV and V are not included in this 
program, since they involve setting up insurance 
schemes which would reach tremendous figures. The 
complete report of the National Health Conference 
gives the details involved in these recommendations. 
Attention should be called particularly, however, to 
page. 452 with the heading “Development of Health 
Insurance by the States.” Here it is recommended that 
a health insurance system might be limited to individ- 
uals under a specified income level, for example $3,000 
a year, or might cover all persons in specified employ- 
ment groups, but the committee definitely recommends 
a comprehensive system of health insurance covering 
the entire population. For this purpose it is estimated 
that the cost will involve from 4 to 4.5 per cent of the 
income of the covered population. It is felt, however, 
that it is the task of the federal government to assist 
the states in the development of sound programs, either 
for the development of public medical services of health 
insurance or a combination of the two. The committee 
points out that the cost to the federal government of a 
program developed under this recommendation cannot 
be estimated until the essential features are determined. 
However, the over-all cost of services to be furnished 
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through health insurance or analogous public health 
services is estimated to be about $2,600,000,000 a year. 

Conspicuous in the reaction of the attendants on the 
National Health Conference to this program was the 
attitude of various special groups. The medical pro- 
fession pleaded careful consideration and action in 
embarking on a program of such magnitude. Repre- 
sentatives of the American Medical Association were 
unanimous in pointing out to the conference that those 
in attendance could not undertake to decide the attitude 
or policies of the American Medical Association toward 
the program as a whole and that it would be necessary 
to refer the entire program to the House of Delegates 
of the American Medical Association before offering 
the response of the medical profession to the program. 
Representatives of one of the leading organizations in 
the field of labor—the Committee on Industrial Organ- 
ization—had opportunity to confer during the confer- 
ence ; one of their speakers indicated that this body was 
in favor of the program as presented but would not 
tolerate any deductions from the wages of the worker 
in order to meet the cost of such a program. Repre- 
sentatives of the American Federation of Labor, how- 
ever, were inclined to accept the entire program and felt 
that labor as represented by them would be willing to 
permit almost any reasonable deduction from wages in 
order to provide the funds necessary for this purpose. 

As might have been expected, speakers for all sorts 
of relief, welfare, social service, farming and similar 
groups were enthusiastic in their endorsement of the 
proposed program. The common conception seemed to 
be that it was not the concern of those in attendance at 
the conference how much money might be required or 
where the funds might be developed or how funds 
might be secured. Rather it was their concern to recog- 
nize the needs which were said to exist and to develop 
a program for meeting these needs. Since, however, no 
other group had been called on to develop its own pro- 
gram and to present such a program at the conference, 
the entire time being limited to a consideration of the 
program developed by the Technical Committee, alter- 
natives or other possibilities were not discussed. 

Notwithstanding that the Committee of 430 had 
repeatedly declared its opposition to compulsory sickness 
insurance in communications addressed to the American 
medical profession, not one of the representatives of 
this group spoke in opposition to this feature of the 
government program. 

The conference did not pass any resolutions; it did 
not formally accept the program or indicate definite 
lines of further action. In her concluding statement to 
the conference, Miss Josephine Roche indicated that the 
next step would-no doubt be a series of smaller con- 
ferences for the formulation of legislation by which the 
recommendations of the Technical Committee embodied 
in the national health program could be submitted to the 
Congress of the United States for consideration and 
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action. Presumably in such consideration the Congress 
of the United States would be much more concerned 
than was the conference in the technic of raising the 
money for the fulfilment of the program and also with 
integration of this program into the national economy, 
The medical profession may derive some measure of 
assurance from the fact that Mr. Arthur J. Altmeyer, 
chairman of the Social Security Board, indicated, fol- 
lowing the address by Dr. Olin West, Secretary of 
the American Medical Association, that opportunity 
would be given to the American Medical Association 
“to compare recipes with those of the government 
before anything is put into the oven.” 

In one of the concluding addresses, which paved the 
way for the final statement by Miss Roche, Edwin E. 
Witte, professor of economics in the University of 
Wisconsin, who has long been adviser to various groups 
of the government concerned in the development of 
this program, called on all those present who were in 
favor of the program to unite behind it. He said: 
“We will hear a great deal more than we have about 
regimenting the medical profession, putting medicine 
under the control of politicians, the grave dangers of 
socialized medicine, about this program being un-Ameri- 
can and undemocratic.” ... Mr. Witte, like some of 
the others in attendance at the conference, was inclined 
to urge greater and greater participation by the federal 
government and greater federal control in the handling 
of these matters. He felt that the most imporiant first 
step was to secure compulsory health insuraice legis- 
lation in some one state, and he was inclined to urge 
concentration on the state of Wisconsin for this 
purpose. 

Time did not permit, nor was there adequate oppor- 
tunity during the conference, to give detailed consid- 
eration to the factual data on which the program was 
developed. With some of these data there may well 
be serious disagreement. The Bureau of Medical Eco- 
nomics and the Council on Medical Education and 
Hospitals will no doubt soon make available technical 
analyses on these points. 

If there seemed to be any single proposal on which 
all those present seemed to be in some agreement, it 
concerned the demand for a cabinet position on health 
and medical service under which all the health and 
medical services of the federal government might be 
united. As our government is now constituted, appro- 
priations to put into effect various parts of the program 
will concern separate legislation affecting half a dozen 
or more ‘federal bureaus. Furthermore, it seemed t0 
be generally agreed that the National Health Confer- 
ence had. served to dramatize certain definite needs 
which exist at this time and that all must go for 
in an endeavor to meet these needs. There was 
definite unanimity on the technic of establishing @ 
compulsory sickness insurance program, but unque 
tionably the majority of the audience selected for 
attendance on the conference, including particularly al 
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representatives of labor, relief and welfare organiza- 
tions, were in favor of this procedure. 

The medical profession faces a situation unique in 
its history. The House of Delegates will no doubt give 
careful, calm consideration to the problems concerned. 
When decision has been ‘niade by the House of Dele- 
gates, the medical profession must be ready for firm 
and united action in behalf of that decision. Perhaps 
there are small groups within the medical profession, as 
represented at the conference, who are willing to accept 
in toto the National Health Program as submitted by 
the Technical Committee on Medical Care. These little 
groups represent an infinitesimal portion of the 110,000 
physicians who constitute the membership of the 
Americati Medical Association. When the decision of 
the House of Delegates is made, individual members 
of the .\;nerican Medical Association must carry the 
responsil!ity for making that decision and planned 
action etiective. In the meantime, representatives of 
the Association may well abide by the fundamental 
principles and policies already established by the House 
of Delegates. These principles and policies do not 
forbid, nor do they seem to contemplate any opposition 
to, a well considered expanded program of medical ser- 
vice, particularly preventive medical service, when the 
need can be established. Neither is there any funda- 
mental principle or policy which in any manner opposes 
aid to the indigent or even to what are called the medi- 
cally indigent if their medical indigence can be estab- 
lished, provided such aid comes through agencies which 
will not tend to lower the quality or standards of medi- 
cal care. 





FEDERAL SUBSIDIES FOR FREE TREAT- 
MENT OF VENEREAL DISEASE 
PATIENTS 
For the investigation and control of gonorrhea, 
syphilis and other venereal diseases the Seventy-Fifth 
Congress appropriated $3,000,000, to be expended 
during the fiscal year ending June 30, 1939. Larger 
appropriations for subsequent years were authorized 
and will presumably be appropriated as a matter of 
routine by subsequent congresses. Regulations for the 
distribution by the United States Public Health Ser- 
Vice of the initial appropriation have just been made 

public? 

In order to obtain its allotment from the federal 
fund, a state must submit plans and budgets to the 
United States Public Health Service for approval. As 
Suggestive of what will be approved now, the regula- 
tions promulgated July 14 specify what state plans must 
Provide on and after Jan. 1, 1940. After “that date, 
such plans must provide free diagnostic and treatment 
facilities for the diagnosis and “emergency treatment” 
of any patient who applies and for any patient referred 
Y a private physician either for continued treatment 
or for consultative advice and opinion. Presumably 
Such diagnosis and treatment must have some relation 





1. Federal Register 3: 1828 (July 22) 1938. 
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to venereal diseases, although the regulations do not so 
specify. There is no requirement that patients in 
either of the two classes named above be financially 
unable to obtain from private physicians the needed 
medical care. As a matter of fact the regulations 
apparently contemplate that at least some such patients 
will be financially able to secure for themselves the 
services of physicians, for the regulations specifically 
provide that a third class of patients shall be given 
treatment without cost, namely, those “unable to afford 
private medical care,” who may apply for treatment on 
their own initiative and without an emergency or the 
intervention of a physician. Thus apparently a person 
who is able financially to supply himself with all the 
necessities and luxuries of life may yet obtain free 
treatment at the expense of taxpayers if he is referred 
to a federal-state clinic by a private physician or may, 
without being referred, receive “emergency treatment,” 
whatever that term may mean in this connection. Such 
diagnostic and treatment services must be made as freely 
available to nonresident persons as to people who reside 
in the governmental unit providing the services. 

Antisyphilitic drugs will be distributed, without cost, 
to any physician who requests them for the treatment 
of patients. If a state health department has established 
the policy of furnishing drugs to physicians on the con- 
dition that the physicians submit morbidity reports on 
the cases of syphilis to be treated, the retention of that 
policy is contemplated by the new federal regulations. 
Any state or local laboratory which receives federal 
aid must demonstrate by a “suitable method” that the 
tests for syphilis performed therein have a satisfactory 
sensitivity and specificity rating, to be determined, in 
the case of a state laboratory, by the United States 
Public Health Service. The services of a properly 
qualified full-time venereal disease control officer must 
be provided in each state and in any municipality 
receiving federal funds for the control of venereal dis- 
eases if the population of either the state or the munici- 
pality exceeds 500,000. A state health officer, however, 
may after consultation and agreement with the Surgeon 
General of the Public Health Service apply this require- 
ment to cities having a population of less than 500,000. 
Health departments may budget for the training of per- 
sonnel, for a period not to exceed one year for any 
individual, such sums as may be approved by the Sur- 
geon General, who also will determine the amount that 
may be paid to trainees for living stipends, tuition and 
traveling expenses. 

Allotments amounting to 24 per cent of the $3,000,000 
appropriation will be made to the states in the ratio 
which the population of each state bears to the popu- 
lation of the United States. Thirty-two per cent of the 
federal fund will be allotted on the basis of the extent 
of the venereal disease problem. Twenty-four per cent 
will be distributed on the basis of the financial needs 
of the states “as determined by the ability of the state 
to raise revenue expressed indirectly in terms of per 
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capita income.” The remaining 20 per cent will be 
utilized by the Public Health Service. Allotments to the 
states will be available for payment when matched by 
state or local public funds appropriated and expended 
for venereal disease control as follows: (1) For the 
fiscal year ending June 30, 1939, only the allotment 
made on the basis of population must be matched; (2) 
for the fiscal year ending June 30, 1940, and each fiscal 
year thereafter, allotments based on the extent of the 
venereal disease problem, as well as those based on 
population, must be matched. 

The federal regulations conclude by providing that, 
in allocating funds for local venereal disease control 
services, a state health officer shall give due considera- 
tion to the relatively higher prevalence of syphilis in 


urban areas.. 





VENEREAL DISEASE CONTROL IN SCANDI- 
NAVIAN COUNTRIES AND THE 
NETHERLANDS 

Under the auspices of the Ministry of Health? a 
distinguished group of British health officials has 
recently studied the effectiveness of antivenereal mea- 
sures in Denmark, Norway, Sweden and the Nether- 
lands. The first three countries provide for notification 
and compulsory treatment of infected persons; the 
Netherlands has neither notification nor compulsory 
treatment and therefore serves as a control. In Den- 
mark the first regulations dealing with venereal disease 
were issued in 1788 but were applied at first to only a 
limited part of the country. These regulations, although 
framed a century and a half ago, incorporate two of the 
guiding principles which still form the basis of the 
Danish system, namely free treatment and compulsory 
treatment. The regulations were revised at intervals 
until 1906, at which time previous laws were replaced 
by “The Law to Combat Professional Immorality and 
Venereal Contagion.” This law apparently was 
designed primarily to check immoral practices but con- 
tinued the provisions regarding free and compulsory 
treatment. By far the larger proportion of patients with 
venereal disease are said to avail themselves of facilities 
provided for free treatment. Punishment and policing 
are provided for those who refuse or absent themselves 
from treatment. Punishment is provided also for 
knowing exposure of others to risk of infection. A 
1935 analysis of the incidence of syphilis from the 
blood tests made by the State Serum Institute resulted 
in a calculation that the fresh infections in Denmark in 
1919 were 4,500 and by 1933 had fallen to 700. The 
number of new cases reported to the health department 
in 1919 totaled 4,307 and in 1933 only 653. Significant 
also were the results ‘of blood examinations of patients 
in the maternity, wards at the State Hospital in Copen- 
hagen. In 1935 only twenty-two of 1,435 gravid 
women in that hospital gave a positive Wassermann 





1. Harrison, L. W.; Ward, D. C. L.; Ferguson, T., and Rorke, 
Margaret: Report on Antivenereal Measures in Certain Scandinavian 
gee and Holland, Ministry of Health, London, H. M. Stationery 
Office, 1938. 
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reaction. With gonorrhea, however, although a definite 
decline in incidence was evident in Copenhagen, the rate 
for the whole country in 1936 was still too high, espe- 
cially in view of the fact that there are only two towns 
in Denmark with a population of:more than 100,000 
inhabitants. 

The present Swedish act came into effect Jan. 1, 1919, 
and provided compulsory medical treatment and free 
treatment to all irrespective of financial status. It pro- 
vided also for the reporting of venereal diseases, pun- 
ishment of exposure of others, proof of noninfectivity 
before marriage, and punishment for treatment of 
venereal disease by others than qualified practitioners 
of medicine. Although the law permitted the forcible 
treatment of patients suffering from venereal disease, 
the committee could find no record of any such case 
having occurred and persuasion seems to have been 
practiced successfully. Since in Sweden the sources of 
i:-fection are stated, the amount of imported disease 
may be estimated. Of the 11,804 cases of primary and 
secondary syphilis in males in the period 1915-1919, 
infection is stated to have occurred abroad in 1,042, or 
8.8 per cent. A similar statistical study from 1930 to 
1934 showed 31.7 per cent infections abroad, 820 of a 
group of 2,507. Except for the war years, the decline 
in all forms of syphilis has been practically uniform. 
For gonorrhea, however, in Stockholm the rate rose to 
203.7 for 10,000 in 1918 and declined rapidly to less 
than half this figure by 1922. It remained more or less 
stationary until 1930, when it dropped rapidly to 65 in 
1935, a figure which, although still high, was less than 
one third of that in 1918. The trend of incidence in 
the rest of the country was roughly similar. 

Norway differs from Denmark and Sweden in that 


‘the measures for the control of venereal diseases are 


carried out not under any special “venereal law” relat- 
ing solely to those diseases but under the provisions of 
the law relating to infectious and contagious diseases 
generally. Furthermore the Norwegian system does not 
provide for free treatment for all sections of the com- 
munity, and persons suspected of being infectious can- 
not be forced to undergo examination and treatment. 
However, if the suspicion of infectiousness is suff- 
ciently strong the person concerned may be isolated in 
a hospital or elsewhere to prevent the spread of infec- 
tion. The best available figures on the incidence of 
syphilis in Oslo’showed a remarkable drop from a peak 
of 36.2 for 10,000 to 3.4 in 1934. This, however, Was 
followed by a rise in 1935 and 1936. For the rest of 
Norway the decline has been more steady although less 
sensational. Although the national rate of 197 for 
gonorrhea in 1934 was appreciably lower than that 
rate of 27.1 in the peak year of 1928, it must still be 
regarded as high for a country so sparsely pop’ 

In the Netherlands the treatment of venereal diseases 
depends largely on voluntary effort. Although neither 
state nor municipalities have undertaken to give r 
treatment, there appear to be adequate provisions for 
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treatment at least in the principal towns. In the Nether- 
lands the Social Workers Department is considered as an 
advisory bureau and all patients after diagnosis has been 
made and treatment prescribed are encouraged to visit 
it. The aims of the social worker are to see that the 
patient carries out the prescribed treatment, to discover 
and bring under treatment the source of the infection, 
and to prevent the spread of the patient’s infection to 
others. ‘The best available figures on the incidence of 
syphilis in the Netherlands indicate a rate of 1.06, which 
is more than the Swedish rate (0.67) and lower than 
that calculated for Denmark (1.6). The fact that the 
rate should be lower than that in Denmark is remark- 
able especialy when it is remembered that the density of 
population in the Netherlands is three times as great and 
the volume of shipping and river traffic with other 
countries is much greater, both of which factors make 
for the spread of venereal diseases. With regard to 
gonorrhea, although the sources of error are many, the 
rate appears to be less than one-third that in Sweden so 
that the conclusion that the actual incidence of disease 
in the Netherlands is not higher than in other countries 
can be tentatively accepted. : 

In general the compulsory regulations to undergo 
treatment in these countries do not meet with serious 
objection and the authorities can rely in the main on 
the cooperation of the public. The report draws atten- 
tion however to several factors which miake for the 
smooth working of the arrangements. Each country is 
inhabited by a small homogeneous race with a high 
degree of uniformity in social customs and outlook: 
the sense of responsibility is highly developed and there 
is a general respect for obedience to authority; the 
people in general are health conscious; cooperation 
between doctor and patient is easily established; the 
standard and uniformity of medical education and prac- 
tice is high ; the system of medical organization in each 
of these countries is such that a large proportion of the 
medical profession are state or municipal servants at 
least on a part time basis, and finally infection with a 
venereal disease apparently does not create in most 
patients the same impulse to concealment that is cus- 
tomary in Great Britain. In all three of the Scandi- 


* avian countries, treatment of venereal disease by 


unqualified persons is an offense against the law; 
infringements of the law are rare. From a considera- 
tion of the trend and present levels of the incidence 
rates of syphilis in the countries dealt with in the report 
and the known status of Great Britain, it seems clear 
that factors other than the administrative procedure in 
force in the latter countries influence the -recorded 
Prevalence of the disease. All the countries, however, 
Whether employing compulsion or not, have been rela- 
tively unsuccessful in effecting a reduction in the 
incidence of gonorrhea, The report concludes that com- 
a retment does not seem to be a major factor 
pee ae the results of the antivenereal measures in 
les in which it is employed. 
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Current Comment 





TYPHOID FEVER IN THE 
UNITED STATES 

Elsewhere in this issue (page 414) appears the 
twenty-sixth annual review of typhoid in the large 
cities of the United ,States. As in previous reports, 
data have been assembled from ninety-three cities. 
Most of the regions reported show a continued reduction 
in the annual rate of typhoid, and the number of cities 
without deaths from typhoid during the calendar year 
increased from eighteen in 1936 to twenty-seven in 
1937. Only 280 deaths occurred from typhoid in 1937 
in the seventy-eight cities for which complete data are 
available since 1910, the lowest rate ever recorded. 
While there were a few small outbreaks of the disease, 
this statistical study continues to show the downward 
trend in the death rate from typhoid in the large cities 
of the United States. A comparison of the figures 
available for 1937 with those published in the first 
report in 1913 are gratifying to health officials and to 
the medical profession. 

. VITAMIN C EXCRETION IN CHILDREN 

Keith and Hickmans'* recently observed the excre- 
tion of vitamin C in normal children and children with 
various diseases, especially rheumatic fever. The vita- 
min C in the urine was estimated quantitatively by the 
method of Harris. The diet provided was that usually 
given in the hospital and supplied a daily intake of 
approximately 4 mg. of ascorbic acid. This quantity of 
vitamin C was kept as constant as possible during the 
period of investigation. Thirty-nine children who were 
admitted to the medical and surgical wards with little 
or no evidence of active infection were chosen as the 
control group. The average daily output of vitamin C 
in the urine was found to be 9.7 mg. Eighteen of 
these patients were given daily test doses of 500 mg. 
of ascorbic acid and the amount appearing in the urine 
was estimated; 61 per cent excreted 50 mg. or more 
following the first dose and the remainder required two 
or three doses to obtain this response in the urine. 
Wide individual variations were noted. Eighteen 
children with acute rheumatic fever were found to 
excrete an average daily amount of vitamin C of 21.5 
mg., whereas thirty-one convalescent rheumatic fever 
patients excreted only 12.4 mg. on the average. Satura- 
tion tests revealed a slight deficiency in the stores of 
vitamin C in active rheumatic fever patients as com- 
pared with convalescent rheumatic fever patients or 
controls. !t was found that the administration of sodium 
salicylate 3.25 Gm. and sodium bicarbonate 6.5 Gm. 
increased the excretion of vitamin C in the urine. 
Artificially induced fever by the use of typhoid vaccine 
also produced a slight increase in vitamin C excretion. 
No direct evidence, it was concluded, was found to 
support the theory that rheumatic fever is a manifesta- 
tion of vitamin C deficiency associated with an infection. 





1. Keith, J. D., and Hickmans, Evelyn M.: Vitamin C Excretion in 
Children, with Particular Reference to Rheumatic Fever, Arch. Dis. Child- 
hood 13: 125 (June) 1938. 
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A NATIONAL HEALTH PROGRAM 


A SUMMARY 
of the program recommended by the Technical Committee 
on Medical Care to the Interdepartmental Committee to 
Coordinate Health and Welfare Activities and pre- 
sented to the President Feb. 14, 1938 


The Technical Committee’s study of health and medical ser- 
vices in the United States indicates that deficiencies in the 
present health services fall into four broad categories. 


1. Preventive health services for the nation as a whole are grossly 
insufficient. 

2. Hospital and other institutional facilities are inadequate in many 
communities, especially in rural areas, and financial support for 
hospital care and for professional services in hospitals is both insufh- 
cient and precarious, especially for services to people who cannot 
pay the costs of the care they need. 

3. One third of the population, including persons with or without income, 
is receiving inadequate or no medical service. 

4. An even larger fraction of the population suffers from economic 
burdens created by illness. 


The Committee submits a program of five recommendations 
for meeting with reasonable adequacy existing deficiencies in the 
nation’s health services. Estimates of the total additional annual 
costs to federal, state and local governments of recommenda- 
tions I, II and III are also submitted. The Committee does not 
suggest that it is practicable to put into effect immediately the 
maximum recommendations. It contemplates a gradual expan- 
sion along well planned lines with a view to achieving operation 
on a full scale within ten years. Except so far as they over- 
lap and include portions of the first three recommendations, 
recommendations IV and V involve chiefly a revision of present 
methods of making certain expenditures, rather than an increase 
in these expenditures. 


RECOMMENDATION I: EXPANSION OF PusLic HEALTH 
AND MATERNAL AND CHILD HEALTH SERVICES 


The Committee recommends the expansion of existing coop- 
erative programs under title VI (Public Health Services) and 
title V (Maternal and Child Health Services) of the Social 
Security Act. 

A. Expansion of General Public Health Services (Title VI) : 
Fundamental to an expanding program of preventive health 
services is the strengthening and extension of organized public 
health services in the states and in local communities. It is 
recommended that federal participation in the existing coopera- 
tive program should be increased with a view toward equalizing 








the provision of general public health services throughout the 
nation. The Committee further recommends that increasing 
federal participation be utilized to promote a frontal attack on 
certain important causes of sickness and death for the control 
of which public health possesses effective weapons. 

The Committee tentatively estimates that, at its peak, an ade- 
quate program of expanded public health service would require 
additional annual expenditures by federal, state and local govern- 
ments of $200,000,000 for these purposes: strengthening of public 
health organization; the eradication of tuberculosis, venereal 
diseases and malaria; the control of mortality from pneumonia 
and from cancer; mental hygiene and industrial hygiene. The 
Committee recommends that approximately one half of these 
increased funds be provided by the federal government. 

B. Expansion of Maternal and Child Health Services (Title 
V): Included in this part of the recommended program are 
provisions for medical and nursing care of mothers and their 
newborn infants, medical care of children, services for crippled 
children, consultation services of specialists and more adequate 
provisions for the postgraduate training of professional per- 
sonnel. The objective sought in this phase of the Committee’s 
proposed program is to make available to mothers and children 
of all income groups and in all parts of the United States 
minimum medical services essential for the reduction of our 
needlessly high maternal mortality rates and death rates among 
newborn infants, and for the prevention in childhood of diseases 
and conditions leading to serious disabilities in later years. 

The Committee recommends a gradually expanding program 
reachjng at least by the tenth year a total additional expenditure 
of $165,000,000, distributed as follows: 


Maternity care and care of newborn infants.........$95,000,000 
DRORICAL CADE OE NORE 5 0:5 ocinié Spd Sa bE Ces kv aes 69,000,000 
Services for crippled chtldven.. ...:.. 0.0%: ssci0sncabes oe 10,000,000 


The Committee recommends that approximately one half of 
the cost of the expanded program should be met by the federal 
government. 


RECOMMENDATIONS II, III anp IV: Expansion OF 
MEDICAL SERVICES AND FACILITIES 


The Committee has also explored the adequacy of services for 
the sick, the sickness experience of and the receipt of profes- 
sional and hospital services by broad groups of the population. 
The Committee finds that the needs for diagnostic and ther- 
apeutic services to individuals are greatly in excess of such 
accomplishments as might be effected by a strengthened program 
of preventive services—important as such services may be as 4 
first step. Indeed, it has been recognized in recommendation ! 
that certain important causes of sickness and death require for 
their eradication or control the application of diagnostic 
therapeutic procedures through services to individuals in need 
of such care. a 

The Committee finds that current practices in the provision 
of medical services and facilities fall far short of meeting these 
needs. It has taken account of personnel and facilities, fi 
support of services required by persons who are themselves 
unable to pay for the care they need, the sickness 
self-supporting persons, methods of paying for medical cat 
and of assuring income for workers who are disabled by sick- 
ness. It finds that these needs warrant an expansion of 
services and facilities on a broader front than that contemplated 
in recommendation I alone. 


RECOMMENDATION II: Expansion oF Hosprrat FActatlis 


The Technical Committee has made a special study of def 
ciencies in existing hospital and other institutional fae 
It is impressed with the increasing part which hospitals. 
year after year, in the health and sickness services. ™! 
adequate hospitals and clinics, it is impossible to provide mat 
of the important services which modern medicine can 1um® 
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The Committee finds hospital accommodations and hospital 
organization throughout the country ill adapted to the varying 
needs of people living under different social, economic and geo- 
graphic circumstances. In hospitals offering general care, the 
percentage of beds supported by patients’ fees is out of propor- 
tion to the ability of the population served to pay; hence many 
general hospital beds are empty, a large part of the time. Con- 
versely, there are too few low-cost or free beds to satisfy the 
needs, By far the greater majority of these are found in our 
large metropolitan centers. There are wide areas—some 1,300 
counties—lhaving no registered general hospitals; others are 
served only by one or two small proprietary institutions. Only 
in large city hospitals have outpatient clinics been developed to 
any considerable extent; governmental tuberculosis sanatoriums 


and mental ‘institutions tend to be overcrowded or are otherwise 
restricted in funds or personnel for rendering the community 
service whi!) they should be equipped to give. 


The Committee recommends a ten year prcgram providing for 





the expansion of the nation’s hospital facilities by the provision 
of 360,000 !ds—in general, tuberculosis and mental hospitals, 
in rural an’ in urban areas—and by the construction of 500 
health and «iagnostic centers tn areas inaccessible to hospitals. 
These new | ospitals cr units would require financial assistance 
during the vst three years of operation. Special federal aid 
for this pur; se is suggested. 

Averaged over a ten year period, the total annual cost of 
such a prog:.:n, including special three year grants for main- 
tenance of n institutions is estimated at $146,050,000 divided 
as follows : 

3 Year 
Construction Maintenance 
General and special .........c00. $ 63,000,000 $21,600,000 
MEEUIOSIS oa. cave epemsce de eee 15,000,000 6,000,000 
PR ee ee 32,500,000 7,800,000 
preeeadatic centers vacacecceveses ; 150,000 Missemenes 
Total average annual cost...... $110,650,000 $35,400,000 


The Committee recommends that approximately one half of 
this total annual cost be met by the federal government. It 
points out that a hospital construction program should not be 
undertaken unless there is a concurrent program to give con- 
tinuing aid toward the cost of free services such as is included 
in recommendation III. 


RECOMMENDATION III. Mepicat CarE FOR THE 
MEDICALLY NEEDY 


The Committee is impressed with the evidence now available 
that one third of the population which is in the lower income 
levels is receiving inadequate general medical services. This 
applies to persons without income and supported by general 
relief and to those being supported through old-age assistance, 
aid for dependent children, or work relief, and also to families 
with small incomes. These people are doubly handicapped. 
They have higher rates of sickness and disablement than prevail 
among groups with larger incomes, and they have lesser capa- 
cities to buy and pay for the services they need. Current pro- 
visions to assist these pecple—though generously given in many 
state and local governments, by voluntary organizations, and by 
Professional practitioners—are not equal to meet the need. 

The Committee recommends that the federal government, 
through grants-in-aid to the states, implement the provision of 
public medical care to two broad groups of the population: (1) 
to those for whom local, state or federal governments, jointly 
a singly, have already accepted some responsibility through 
he — assistance provisions of the Social Security Act, 
wee a work relief programs or through provision of gen- 
aa poe (2) to those who, though able to obtain food, shelter 
ai ing from their own resources, are unable to procure 
‘“cessary medical care. It is estimated that, on the; average, 
an Person annually would be required to meet the minimum 
olen ae ene two groups for essential medical services, hos- 
a ‘ emergency dentistry. This part of the program 
read “a with. the expenditure of $50,000,000 the first 
of ie ually expanded until it reaches the estimated level 
00,000 which would be needed to provide minimum 
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care to the medically needy groups. The Committee recom- 
mends that one half of the total annual costs be met by the 
federal government. 


RECOMMENDATION IV: A GENERAL PROGRAM 
oF MepICcAL CARE 


The Committee directs attention to the economic burdens 
created by sickness for self-supporting persons. There is need 
for measures which will enable people to anticipate and to meet 
sickness costs cn a budget basis. 

No conclusion has emerged more regularly from studies on 
sickness costs than this: The costs of sickness are burdensome 
more because they fall unexpectedly and unevenly than because 
they are large in the aggregate for the nation or, on the average, 
for the individual family. Except in these years when unem- 
ployment is widely prevalent, sickness is commonly the leading 
cause of social and economic insecurity. Without great increase 
in total national expenditure, the burdens of sickness costs can 
be greatly reduced through appropriate devices to distribute 
these costs amcng groups of people and over periods of time. 

The Committee recommends consideration of a comprehensive 
program designed to increase and improve medical services for 
the entire population. Such a program would be directed toward 
clesing the gaps in a health program of national scope left in 
the provisions of recommendations I and III. To finance the 
program, two sources of funds could be drawn on: (a) general 
taxation or special tax assessments, and (b) specific insurance 
contributions frem the potential beneficiaries of an insurance 
system. The Committee recommends consideration of both 
methods, recognizing that they may be used separately or in 
combination. 

Such a program should preserve a high degree of flexibility, 
in crder to allow for individual initiative and for geographic 
variations in economic conditions, medical facilities and govern- 
mental organization. It should provide continuing and increased 
incentives to the development and maintenance of high standards 
of professional preparation and professional service; it should 
apportion costs and timing of payments so as to reduce the 
burdens of medical costs and to remove the economic barriers 
which now militate against the receipt of adequate care. 

Planning fer a program of medical care of a magnitude to 
serve the entire population essentially must be approached as 
an objective to be fully attained only after some years of devel- 
opment. The role of the federal government should be prin- 
cipally that of giving financial and technical aid to the states in 
their development of sound programs through procedures largely 
of their own choice. 


RECOMMENDATION V: INSURANCE AGAINST Loss oF 
Waces Durinc SICKNESS 

The Committee recognizes the importance of assuring wage 
earners continuity of income through periods of disability. A 
disability compensation program is not necessarily part of a 
medical care program, but the cost of compensating for dis- 
ability would be needlessly high if wage earners generally did 
not receive the medical care necessary to return them to work 
as soon as possible. 

Temporary disability insurance can perhaps be established 
aleng lines analogous to unemployment compensation; perma- 
nent disability (invalidity) insurance may be developed through 
the system of old-age insurance. 


COSTS OF THE PROPOSED PROGRAM 


The maximum annual cost to federal, state and local govern- 
ments of recommendations I, II and III (with duplications elim- 
inated) is estimated at about $850,000,000. This figure is the 
estimated total annual cost at the full level of operation within 
a ten year period and is presented primarily as a gage of need. 

The estimated total -includes (1) $705,000,000—the additional 
annual expenditures for certain general health services to the 
entire population and for medical services to limited groups of 
the population—the public assistance and otherwise medically 
needy groups—which should be reached within a ten year period, 
and (2) $145,000,000—the approximate average annual cost of 
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hospital construction and special grants-in-aid in the ten year 
program proposed under recommendation II. It is suggested 
that the federal share of this amount would be approximately 
one half. 

Recommendation IV is presented primarily as a more econom- 
ical and effective method of making current expenditures for 
medical care, though it also makes provision for the medical 
care of persons who are not now receiving even essential 
services. An adequate general program of medical care is pro- 
posed in the form of alternative arrangements which may cost 
up to a maximum of $20 per person a year, i. e. no more than 
is already being spent through private purchase of medical care. 
Annual aid from government funds would be necessary to pro- 
vide services for the care of the medically needy as proposed 
in recommendation III and for the parts cf recommendation I 
which are included in the broad program set forth in recom- 
mendation IV. 

The Committee calls attention to the fact that, in some impor- 
tant respects, the five recommendations present alternative 
choices. However, the Committee is of the opinion that recom- 
mendations I and II should be given special emphasis and 
priority in any consideration of a national health program more 
limited in scope than that which is outlined in the entire series 
of recommendaticns. 

The Technical Committee on Medical Care is firm in its con- 
viction that, as progress is made toward the control of various 
diseases and conditions, as facilities and services commensurate 
with the high standards of American medical practice are made 
more generally available, the coming decade, under a national 
health program, will see a major reduction in needless loss of 
life and suffering—an increasing prospect of longer years of 
productive, self-supporting life in our population. 

MartTHA ELIot 
- Chairman Children’s Bureau 

I. S. Fak 

Social Security Board 
JosePpH W. MounTIN 
GeorGE St. J. PERROTT 
CiiFForD E. WALLER 

U. S. Public Health Service. 


INTRODUCTORY STATEMENT 

A year ago the President’s Interdepartmental Committee to 
Coordinate Health and Welfare Activities charged the Technical 
Committee on Medical Care to survey the health and medical 
care work of the United States government. 

As the study progressed, two facts became increasingly clear 
to the Technical Committee: first, that existing services for the 
conservation of national health are inadequate to secure to the 
citizens of the United States such health of body and mind as 
they should have; second, that nothing less than a national, 
comprehensive health program can lay the basis for action ade- 
quate to the nation’s need. 

These facts were impressed cn the Committee from a gen- 
eral review of current health and medical services, from the 
substantial bodies of information available to various branches 
of the government, and from recent surveys conducted by 
governmental and nongovernmental agencies. The Committee 
records its indebtedness to the numerous groups which have 
generously supplied information. 

In spite of the gains made in the preservation of life during 
recent years, the utilization of health and medical services has 
been irregular and uneven. There are serious inadequacies 
everywhere in the health services of the United States and the 
deficiencies are acute in many areas and among large groups of 
the population. Unaided, states and local communities cannot 
deal with their existing problems. The Technical Committee 
has therefore submitted recommendations on federal participa- 
tion in a national health program, giving special consideration 
as to how best and to what extent the federal government may 
discharge its responsibilities in the field of health conservation, 
while leaving due and ample place for the work of state and 
local governments and for voluntary action. 
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The Technical Committee presents a program containing a 
series of specific recommendations, five in number. They are 
presented severally. Some of the recommendations are broader 
than others ; one may include all or part of what is proposed in 
another. Each recommendation deals with a certain phase of 
the problem. In some important respects, the five present some 
alternative choices, especially in respect to the scope of a pro- 
gram to be undertaken. They complement one another and lead 
all together to an inclusive program of health and medical 
services to all the people. Action is needed on all the fronts 
represented in the five recommendations, and as rapidly as 
resources, personnel and public opinion make possible. 


REPORT 
of the 
TECHNICAL COMMITTEE ON MEDICAL CARE 
to the 
NATIONAL HEALTH CONFERENCE 


SESSION III 
Tuesday Morning, July 19—9: 30 a, m. 
E. L. Bishop—Chairman 


Expansion of General Public Health Services 
—Presented by Clifford E. Waller 
Public Health Service 
Discussion 


Expansion of Maternal and Child Health Services 
—Presented by Martha Eliot 
Children’s Bureau 
Discussion 


EXPANSION OF. GENERAL PUBLIC 
HEALTH SERVICES 


Part I. Tue NEED FoR EXPANDING Pustic HEALTH SERVICES 
(1) PUBLIC HEALTH ORGANIZATION 


Some recognition of the necessity for protection of the pub- 
lic health is to be found in the legal enactments of all states and 
in most of their political subdivisions. Unfortunately, the 
existence of a health department does not always indicate that 
the community has a complete or adequate health program. 
For example, less than a third of the counties and even a 
smaller proportion of the cities employ full-time, professional 
health officers. The village and township health officer more 
often than not is some local lay citizen who takes time out 
from his other work to inspect nuisances or tack up quafal- 
tine signs. 

States expend through their health departments, on the aver- 
age, 11 cents per capita, while some state appropriations fall as 
low as 3 cents. Many local official health organizations have 
budgets which figure out to be no more than a few cents per 
capita. Health departments are fairly high on the scale when 
their annual appropriations reach 50 cents per capita, while the 
very few organizations, mostly large city health departments 
having budgets that approach one dollar per capita are for- 
tunate indeed. With budgets of this low order, health depart: 
ments are expected to provide service in vital statistics 
laboratory diagnosis, communicable disease control, mat 
and child hygiene, protection of food supply, enviro 
hygiene, and to discharge other responsibilities that may 
placed on this agency. A preventive program designed t0 
reach any reasonable degree of intensity obviously is out 
question under such limitations. : 

A start toward remedying this situation was made with the 
passage of the Social Security Act, title VI, Public 
Work. The relatively small sums of federal money thus 
provided have made possible some leveling up in I 
organization and some enrichment of health service ge 
The impetus toward an expanding public health P 
created by the federal participation is reflected in the 
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in rural health services during the two and a half years of 
operation under title VI. At the beginning of the calendar 
year 1938 there had been a net gain of 623 in the number of 
counties under full-time health administration over the num- 
ber reported at the close of 1934. There are now eight states 
in which all counties are served by full-time health units or 
districts, as compared with the three so organized at the close 
of the calendar year 1935. However, it should not be inferred 
that even in the counties now under full-time health adminis- 
tration the service at present is adequate. Many of the counties 
are being served by extremely “thin” district health units. Of 
only a very small number may it be said that the service is even 
fairly adequate. 

The situation in many of our smaller cities, and in some of 
the larger ones, is almost as bad as that existing in a large part 
of our rural area. There are numerous urban communities 
throughout the country in which health activities today are 
under the direction of part-time physicians engaged in private 
practice or lay health officers, neither possessing training in 
modern public health administrative practice. In some of these 


communities, such health protection as has been afforded has 
been largely incidental to improvements instituted for economic 
and esthetic reasons, or to ready access of the population to 


good medical care, rather than to the activity of the health 


department. In many of our cities the principal health depart- 
ment activity still consists in the inspection of private premises 
for nuisances having little bearing on public health, and in an 
attempt to control communicable diseases by quarantine pro- 
cedure—a method admitted by leading health workers to be of 
little avail in reducing the incidence of communicable diseases. 
More specifically, many of the milk supplies for urban com- 
munities are still far from being as safe as they should be, 


and the unsightly, open-back, insanitary privy still exists in 
the outlying sections of most of our small cities, with the 
result that typhoid fever is rapidly becoming more prevalent 
in towns and small cities than in the rural areas. 

The need for federal aid is not confined to rural and urban 
health organizations. Not more than half of the state health 
departments are adequately staffed or satisfactorily equipped 
to render the services which they alone can give, regardless of 
the extent to which local facilities may be developed. 

The gains made in response to the stimulus afforded by fed- 
eral participation in state and local health work assume their 
deepest significance as evidence of the practicability and desir- 
ability of an expanding program of general public health ser- 
vices. Existing needs, however, far outweigh the gains and 
serve as a warning against the assumption of a complacent atti- 
tude with respect to recent accomplishments. There still remain 
large sectors of the United States where the very foundation 
of a health program has not been laid—namely, a nucleus of 
full-time, competent, and well trained persons having a profes- 
sional point of view. Without such a minimum in staff organi- 
zation, even the elementary services are not possible on an 
effective scale. Neither can there be an orderly enlargement 
of community health services without the framework expressed 
by a Properly constituted health department. 


(2) SPECIFIC PUBLIC HEALTH PROBLEMS 
In addition to strengthening health organization for general 
oe there is a need for concerted attack on specific prob- 
pride national health. The needs as well as the program of 
Pin oS geeplerad re child health are covered in another sec- 
dae te €¢ Technical Committee’s report. Service of compar- 
~ Ecaaaaied should be developed in tuberculosis, venereal 
tra “i tagger cancer, malaria, mental hygiene and indus- 
pind = ll With Programs of proper magnitude, the eradi- 
see lh ee tane venereal disease, malaria and certain 
eevee azards may be envisioned ; lowering of mortality 
ee “crn and cancer is possible; and in the case of 
elites. ers, morbidity can be reduced. Each of these 
Ms will now be considered individually. 
santa ecrelosis—Students of this problem are in sub- 
agreement to the effect that programs now may be 
to final eradication of tuberculosis, or at 


Planned with a view 
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least to effect a reduction to a point where this disease is no 
longer a significant factor in morbidity and mortality. Despite 
the great reduction in death rate that has been accomplished, 
tuberculosis is still a major cause of death and disability in the 
United States. While for the whole population it ranks seventh 
as a specific cause of death, for the age group 15-45 years, its 
position is second only to that of accidents. The disease works 
its greatest havoc among Negroes, among workers in certain 
occupations, and generally among persons of low income. 

On the average, 70,000 persons die of tuberculosis annually ; 
and for each death there are estimated to be about five living 
cases; thus, in any year the active disease probably is repre- 
sented by 420,000 individuals. Within their families, these 
cases expose over a million persons to infection. By the work- 
ing of this cycle alone, there is maintained a tuberculous popu- 
lation numbering 1,500,000. 

(b) Venereal Diseases—Legislation enacted by the last 
Congress may be cited as evidence of the growing appreciation 
which representative bodies now have for the public health 
importance of syphilis and gonorrhea. Funds appropriated by 
this act, coupled with those of state and local health agencies, 
will make possible improvement of laboratory service, organi- 
zation of additional and better treatment facilities, and the free 
distribution of standard remedies for use by public clinics and 
private physicians. The sums of money now available, large 
though they may seem in comparison with previous annual 
appropriations, will prove sufficient only for beginning the type 
of attack on venereal diseases that is indicated. 

To substantiate this point, no more data than the following 
need be adduced: It is estimated that approximately 518,000 
new patients infected with early syphilis seek treatment each 
year; the gonorrhea cases coming to medical attention number 
about 1,037,000. It is probable that even these figures, par- 
ticularly the latter, grossly understate the amount of recent 
infection. Some 60,000 cases of congenital syphilis occur 
annually ; syphilitic involvement of the heart and blood vessels, 
and of the nervous system result in 50,000 deaths in addition 
to those specifically assigned to syphilis. At least 10 per cent 
of first admissions to hospitals for mental disease are attribu- 
table to syphilis in its manifestations as general paralysis 
(dementia paralytica). 

Early and adequate treatment of syphilis and gonorrhea is 
the best method, in fact it is the only feasible one known at 
the present time, for cutting down the incidence of these dis- 
eases and for mitigating their consequences. 

(c) Pneumonia.—Effective serums are now available for 
treating the more common forms of pneumonia. If serums 
were used generally, it is estimated that the gross pneumonia 
mortality could easily be reduced by more than 25 per cent. 
The possibility it offers for saving of lives may be appreciated 
when one understands that 150,000 deaths each year are credited 
to pneumonia either as a primary or contributory cause of death. 

According to the best information at hand, 5 per cent would 
be a liberal estimate of the pneumonia cases amenable to 
serum therapy that now receive therapeutic serum. Perfected, 
or concentrated, serum is a new product which has not yet 
been sufficiently popularized; the cost is still high, varying 
from $25 to $75 per case. Moreover, serum therapy is not 
feasible except where rapid and accurate laboratory diagnostic 
service is available. In other words, the prevention of pneu- 
monia mortality is an expensive job that requires certain spe- 
cial facilities and a scheme for coordinating the resources of 
public agencies with those of practicing physicians. Present 
activities in this field are generally inadequate. Only eight of 
the forty-eight states have active programs for accurate diag- 
nosis by typing and for free distribution of serum. In fifteen 
states no health department laboratory facilities are available 
for rapid typing of pneumococci, and 29 per cent of American 
cities of 100,000 population and over have made no provision 
for pneumonia typing as an activity of their health department 
laboratories. 

(d) Cancer—A hopeless attitude with respect to the out- 
come of all cases of cancer is no longer justified in view of 
the results obtained by modern therapy. Cancer in accessible 
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parts of the body yields to varying combinations of surgery and 
radiation. Cancers at these sites account for over 40 per cent 
of the mortality. Should success be achieved in only half of 
these cases, an annual saving of 30,000 lives would be effected. 

Programs for prevention of mortality from cancer, like so 
many other public health services involving individual care of 
patients, have been slow in starting. At the present time, only 
seven states have active, statewide programs. Isolated tumor 
clinics may be found in some of the better organized outpatient 
departments of hospitals, but these are usually located in the 
larger cities. Notwithstanding the limited facilities now avail- 
able, sufficient experience has accumulated to guide administra- 
tive practice. 

(e) Malaria—The malarious area in the United States has 
gradually receded during the past seventy-five years. How- 
ever, the Mississippi Delta and certain of the southeastern 
states remain endemic foci. Even in these regions it is now 
largely a rural disease, but there it shows little tendency 
toward spontaneous decline. In theory, the disease should be 
eradicated easily by control of the Anopheles mosquito and 
other established procedures. In practice, however, economic 
difficulties stand in the way. 

Of late, substantial progress in the application of malaria 
control measures has been accomplished through work-relief 
projects financed by the Works Progress Administration. 
These programs entailed drainage operations designed to elim- 
inate mosquito breeding places. While it is expected that 
additional progress may be made in this way in the future, 
the need for malaria control measures of a diversified nature 
is of sufficient importance to justify a more permanent basis of 
financial support. 

(f) Mental Hygiene—Problems of mental ill health are 
represented only in part by the half million persons confined to 
institutions. At large in the general population, there is a some- 
what greater number of people who are psychotic or defective 
in varying degrees. In addition, there is an indefinite but still 
larger proportion of persons below par from the standpoints of 
intelligence or emotional balance. Because of their personality 
makeups, they encounter difficulty in school, in industry and in 
their relations with others. Such people, without treatment 
or guidance, contribute little to national progress. Aside from 
the economic and social problems associated with these more 
obvious groups, many people in all walks of life are unable to 
experience the happiness and fulness of life associated with 
mental and physical health. Because of individual emotional 
disturbances, family discord grows apace, antisocial behavior is 
bred, and industrial differences often end in unnecessary strife. 
Sufficient knowledge is at hand, which, if more generously 
applied, could resolve many of these emotional conflicts. 

In the absence of specific therapy for so many of the mental 
disorders, the whole problem must be approached on a broad 
front. Persons who are seriously psychotic, those of very 
low mentality and the habitually criminal must be found and 
appropriate custodial and therapeutic care instituted. The 
benefits of modern diagnostic, treatment and guidance methods 
must be made more generally available for the borderline 
groups. A program involving federal assistance toward the 
expansion of both custodial and preventive facilities and ser- 
vices is indicated. 

(g) Industrial Hygiene——The health of more than fifteen 
million people who constitute that important segment of our 
population engaged in productive occupations, and on whom the 
lives and health of the remainder of the population depend, should 
be of paramount concern to those entrusted with the welfare 
of this nation. It is the object of industrial hygiene to pro- 
tect and improve the health of this large group. This is best 
accomplished through the recognition of certain fundamental 
requirements of industrial hygiene. 

The problem of determining the extent of illness among 
industrial workers remains one of the major functions of indus- 
trial hygiene. Any health program is dependent on the stand- 
ards and completeness of the health supervision provided 
industrial workers. At the present time, inadequate services 
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exist in most of the plants employing 500 or less workers, repre- 
senting some 62 per cent of the working population. The need 
for industrial health education and training of professional 
personnel is general throughout the country. Important work 
must also be done in treating and caring for workers affected by 
exposure to toxic substances or other detrimental environments, 
The development of control and preventive measures for reduc- 
ing occupational diseases needs attention: Laboratory and 
field research are also functions which must be maintained and 
enlarged, since new substances and environments are constantly 
being developed which may affect the health of exposed workers, 


Part II. RECOMMENDATIONS 


The Technical Committee on Medical Care submits for the 
consideration of the National Health Conference a program 
containing five specific recommendations. The first recommen- 
dation is concerned with the expansion of present federal-state 
programs for public health work and maternal and child wel- 
fare services under the Social Security Act. 

In view of the fact that a good beginning has been made in 
more recent years toward carrying out health activities through 
well planned and directed effort, the Committee therefore 


proposes : 


RECOMMENDATION I-A: EXPANSION OF THE EXISTING 
FEDERAL-STATE COOPERATIVE PROGRAM UNDER 
TITLE VI (PUBLIC HEALTH WORK) OF 
THE SOCIAL SECURITY ACT 

It is recommended that federal participation in state and 
local health services under title VI be extended through 
increased authorization for grants-in-aid to the states. Increas- 
ing federal participation and leadership should promote the 
inauguration and expansion of fundamental and accepted 
health services and the extension of newly developed services 
requiring special administrative technics, under state and local 
operation and control. 


(1) PUBLIC HEALTH ORGANIZATION 


The Technical Committee recommends that priniary consid- 
eration be given to the development of local health organization 
with special reference to units for counties and large cities, and 
to the provision in the state and federal agencies of consultants 
who are equipped to serve the local departments. Local health 
services will be directed by full-time health officers who will 
have as assistants an adequate staff of trained public health 
workers. The maintenance of facilities for the training of 
additional public health personnel and allied professional work- 
ers should continue. 

To further the development of a basic health department 
structure for the nation, the Committee recommends the addi- 
tion of not less than $23,000,000 to the amount now available 
from all sources—federal, state and local. This would be 
utilized largely for providing additional full-time health officers, 
epidemiologists, public health nurses, sanitary engineers, Salll- 
tarians, laboratory technicians and other personnel. 


(2) SPECIFIC HEALTH PROBLEMS 


The Committee further recommends that the part of the 
proposed national health program concerned with the expansion 
of public health services under the Social Security Act be 
directed particularly toward reducing disability and premature 
mortality from certain important causes of sickness and death, 
with which public health is already equipped to deai im an 
effective manner through measures of proved value. 

(a) Tuberculosis—A control program of the kind recom 
mended by health authorities for the eradication of tuberculosis 
embraces case finding, especially by x-ray examination of con- 
tacts to known cases; isolation and treatment (usually ' 
care) of persons with active disease, and periodic observation 
of those whose disease is latent or quiescent. All these proce 
dures should be followed in-an aggressive manner thr 
the United States. ‘ 

The Technical Committee on Medical Care recommends prt 
vention of the spread of tuberculosis through just such a pro- 
gram of case finding, directed particularly toward persons in 
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areas of economic need and in age groups among whom the 
incidence of the disease is high; of providing adequate clinics 
under the direction of medical specialists for the examination 
of all cases, especially contact cases ; of more extensive hos- 
pitalization of incipient cases; of the isolation of open cases, 
and follow-up and rehabilitation of arrested cases. 

Leadership may be expected of public health agencies, but 
first, sufficient funds for defraying the costs of an active cam- 
paign must be placed at their disposal. Over and above the 
amounts specified in recommendation II for tuberculosis hos- 
pital construction and temporary maintenance, the Technical 
Committee recommends that $43,000,000 be made available 
annually from all sources for other elements of the tubercu- 


losis program. Of this amount, $37,500,000 would be used 
toward defraying the costs of hospital care for tuberculous 
patients; the remaining $5,500,000 would be set aside for case 
finding anc! other field services. 

(b) Ver vcal Diseases—The Technical Committee recom- 
mends a gr:lual increase in federal, state and local appropria- 
tions for the control of the venereal diseases until a level of 
$50,000,000 ;cr annum has been reached. Such a program 
would be c.cloped along the well established lines now being 
pursued. 

(c) Pneionia—For the development by states of programs 


for reducin. pneumonia mortality, the Committee recommends 
annual appr riations from all sources amounting to $22,000,- 
000. One | { of this amount would be available for the pur- 


chase of servin; the other half would be used for the support 


of laborat: nursing and other field’ services. For the 
provision ot -crum, this estimate deals with the medically needy 
only, howev«: 

The exten-:on of typing facilities, the provision of free serum 
for every casc of pneumonia requiring it, as well as adequate 
medical and vursing care, either in the home or in hospitals, 
for all persons unable to pay the cost of such services, are 
inherent in tc effectiveness of a pneumonia control program. 
Such a program should also provide for training of administra- 
tive and technical personnel required in its developments as an 


accepted public health activity, and should integrate the efforts 
of the private physician on whom rests the ultimate responsi- 
bility for the success of the program. 

(d) Cancey.—The prevention of mortality from cancer neces- 
sitates the setting up of diagnostic and treatment centers in 
sufficient numbers to be accessible for people in all parts of 
each state. Such facilities may be organized as new and self- 
contained units, or they may operate in conjunction with pre- 
existing general hospitals. The latter scheme can be made 
an important adjunct of a central state hospital. In this way, 
the resources of the state are made a part of general medical 
care and incorporated into preexisting facilities. Every cancer 
center, however, should have certain perquisites. Among these 
may be mentioned a medical staff on which is represented the 
Various specialties of medicine associated with the diagnosis 
and treatment of cancer, a pathological laboratory, x-ray equip- 
ment for deep therapy, radium and hospital beds. Since cancer 
sa chronic disabling illness that entails high costs for diag- 
nosis and care, it is essential that facilities be financed in very 
large measure from sources other than patients’ fees. 

Public clinics are at present totally inadequate to meet the 
need for the diagnosis of cancer. The Committee recommends 
the immediate extension of such diagnostic facilities, with smod- 
‘rn equipment and operated by trained medical and technical 
Personnel. The development of treatment centers for ambula- 
tory cases requiring periodic application of radium or roentgen 
therapy is required, as well as the provision of medical and 
nursing care, either in the home or hospital, for persons unable 
A rag such services. Such cases will require supervision 
re release from, treatment. In addition, a basic plan 
ie Y education, emphasizing the importance of early diagnosis 

cancer, should be a part of the general cancer program. 

i Technical Committee recommends for the prevention of 
pi — cancer, additional appropriations, from federal, 
el aga sources, of $25,000,000. These funds would not 
undamental research, since no duplication of pres- 
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ent federal effort is contemplated in the Committee’s program. 
Provision for an intensive program of cancer research, under 
federal leadership, has been made in the National Cancer Act 
of 1937. The funds recommended by the Committee would be 
used by the states in the establishment of diagnostic and treat- 
ment centers and for assisting in meeting the costs of hospital 
care. During the early years, expenditures for facilities would 
be relatively large, but once these had been established, pro- 
portionately more could be devoted to the actual care of patients. 


(e) Malaria—The Committee recommends the establishment 
in state and local health departments, within malarious areas, 
of definite units that will give particular attention to all the 
aspects of malaria control. In addition to extending and main- 
taining drainage systems already begun, a malaria program 
would embrace a concerted attack on the mosquito and an 
attempt to eliminate residual parasites in clinical cases and in 
“carriers” of the infection. Obviously such a program will 
involve considerable expense. The Committee recommends 
annual federal, state and local appropriations of $10,000,000 to 
be expended by health agencies in this field. 


(f) Mental Hygiene—Another section of the Committee’s 
report (recommendation II) contains a program involving fed- 
eral assistance toward enlarging institutional facilities for the 
care of the mentally ill and defective. In addition to supplying 
needed beds, the funds proposed in recommendation II should be 
used to improve diagnostic and treatment facilities. Thus, state 
institutions will be in a better position than most of them now 
are to exert influence in a sound program for mental hygiene. 
It seems only proper that these institutions should be the 
agencies through which the program for mental hygiene should 
be developed. From the points of view of economy, efficiency 
and practicability, therefore, it is possible to visualize the ini- 
tiation of a mental hygiene program in the several states with 
such institutions serving as centers for the provision of neces- 
sary services. 

In the contemplated program of mental hygiene, provision 
would be made for voluntary admission of patients for intensive 
treatment of acute and recoverable forms of mental illness 
with a view toward preventing permanent disability and restor- 
ing such patients to the community. The proposed mental 
hygiene centers would also provide clinics for the diagnosis, 
treatment and guidance of persons suffering from maladjust- 
ments not requiring hospital care. The staff of the center 
would also provide consultation services to local physicians, 
health authorities and the courts. The resources of. schools, 
churches, industry and mass instruction would be used under 
the guidance of the center to teach the basic principles of 
mental health. 

The development of a field service, extending to surrounding 
areas, and equipped to provide such diagnostic, consultant and 
guidance services would require additional funds for the employ- 
ment of physicians, auxiliary personnel, and for other expenses 
of such a service. 

Over and above the sums designated in recommendation II 
for structural improvements in state institutional facilities for 
mental disease control, the Committee therefore recommends 
appropriations for the provision of field programs in mental 
hygiene. The funds appropriated from all sources should 
reach the sum of $10,000,000 as rapidly as possible and should 
continue annually thereafter. 

(g) Industrial Hygiene—Recent developments in organiza- 
tion for industrial hygiene demonstrate so well what may be 
accomplished under the leadership of the federal government. 
Prior to January 1936 only three states and one city had pro- 
grams for industrial health. The very limited funds available 
since then through title VI of the Social Security Act have 
made possible the organization of units in twenty-one additional 
state health departments and three city health agencies. The 
plan of development should continue until a unit has been 
established in every state and in those local health jurisdictions 
where the problem justifies. Once the basic framework of 
organization has been built up, technical personnel, laboratory 
facilities and the necessary number of field consultants should 
be added. An appropriation of not less than $20,000,000 is 
needed annually by the health agencies for essential research 
and for preventive work in the states. 





(3) TOTAL COSTS 
The estimated maximum annual costs of the expanded pro- 
grams which have been outlined would be as follows: 


1. Public health organization ..........ccsecccees $ 23,000,000 
RR NE a RS, OEE ee 43,000,000 

5; Weens GOMES. SS 3 on esse eetainkaeenesecaeu 47 ,000,000* 
SPI. Rice Rea e TRA aR ees 22,000,009 

5. ARE... haan aniccn tases eees oreo leant ewe 25,000,000 
GEER CaS tind <i ghee ee ae eae aes 10,000,000 

72 EE ER Sos ss weoaces sae eh ee eee es 10,000,000 

G. Eeaaniesel We eee xo s iso oes es See ee ek oe 20,000,000 

TR he. ocr ccleaie obs dakion see aoe sear en $200,000,000 
* $3,000,000 already appropriated by the federal government for the 


current federal fiscal year. 


The figures set forth in the preceding table in each instance 
represent the total estimated amounts required from all sources— 
federal, state and local—at the time when the recommended pro- 
grams would reach their maximum intensity, for services needed 
in addition to those now provided under existing appropriations. 
The Committee wishes to make it clear, however, that the 
estimated maximum amounts are, to a certain extent, tentative 
in character. It is difficult to forecast very accurately just how 
much money would be needed for certain programs at their 
peak of operation. Much more accurate estimates undoubtedly 
could be made after opportunity were afforded to see how far 
the amounts estimated and presented here would go in meet- 
ing the specific problems. The Committee does not suggest that 
the maximum amounts recommended for operation at the peak 
should be made available during the first year. Before these 
programs can be organized and placed in operation success- 
fully, the necessary technical and professional personnel must 
be recruited, additional physical facilities provided, and states 
and local communities must have time to provide additional 
appropriations. ; 

It should be pointed out here that certain programs with which 
this section of the report deals provide for some services which 
would be covered to a considerable extent by programs pre- 
sented in other parts of the Committee's. report. To the extent 
that costs may be duplicated by provisions in succeeding parts 
of the whole program, the amounts recommended ‘in >this sec- 
tion could be reduced if the funds were provided under the 
other programs. 

While the operation of the programs recommended would 
call for formidable sums during the years of full operation, it 
need not be assumed that expenditures for all of the items 
would have to remain at the maximum level indefinitely. Indeed, 
should the proposed activities prove as effective as it is believed 
they would, the costs of maintaining services for the control 
of certain preventable diseases might be expected to diminish 
progressively and be greatly reduced in the future as the eradi- 
cation of these diseases is effected. 

Of the total amount recommended in this report for the expan- 
sion of preventive health services, it is considered proper that 
the federal government might be expected to contribute approxi- 
mately half for the country as a whole. However, this should 
not be interpreted to mean that matching necessarily would be 
required on a fifty-fifty basis in each state. The basis for 
determination of. state allotments and requirements set up for 
matching obviously should take into account such factors as the 
extent of each problem, the status of financial resources in each 
state, and other factors that might be given consideration. 

It is suggested that in a ten year program, the probably 
necessary increases in appropriations by the federal government 
for grants-in-aid to the states and for administration, demon- 
stration and investigation, exclusive of the expected state and 
local expenditures, might start at $10,000,000 for the first year 
and gradually increase until a maximum of $100,000,000 was 
reached at the beginning of the seventh year. 

With respect to the administration of such additional federal 
appropriations as might be provided, the Committee is of the 
opinion that the procedure which now obtains in the administra- 
ticn of federal funds available for grants to the states under 
title VI of the Social Security Act might well serve as a 
desirable guide for the future. It is proposed that the federal 
government would continue to provide leadership and technical 
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advisory services which it now offers, in addition to financial 
aid to the states. Plans for the work would be initiated in the 


state health departments. The actual administration and cop- 
trol of activities carried on within the states would remain, very 
properly, in the hands of the state and local authorities. The 
chief function of the federal government should be that of 
acting as an equalizing agent among the several states in order 
to overcome inequality’ in financial resources and public health 
problems, to provide the leadership and guidance essential to 
the successful establishment and maintenance of a properly 
coordinated, nation wide attack on -the important causes of 
disability and mortality in the country as a whole. 


EXPANSION OF THE EXISTING FEDERAL- 
STATE COOPERATIVE PROGRAM FOR 
MATERNAL AND CHILD HEALTH 


INTRODUCTION 


The need for an expanded program of maternal and child 
health services has been pointed out by the Technical Commit- 
tee on Medical Care in its report to the Interdepartmental 
Committee. It is the opinion of the Committee that in any 
plan for a national health program, primary consideration must 
be given to developing adequate provision for maternity care 
and for safeguarding the health and growth of the nation’s 
children. 

Since the first grants to the states for maternal and child 

health under the Social Security Act became available in 1936, 
the public health agency in every state, the District of Colum- 
bia, Alaska and Hawaii has strengthened and extended its 
maternal and child health program. Our two a half years’ 
experience with this program and with federal grants to the 
states for services for crippled children has made us aware of 
where these activities fall short and has given us a basis of 
administrative experience on which we can plan for needed 
expansion. 
_ The most serious deficiency in the present maternal and 
child health program is lack of provision for medical care for 
mothers and children who are so situated that <hey cannot 
obtain needed care without some form of assistance from the 
community. 

The advances that have been made in scientific knowledge 
and professional skill in conserving the lives and_ health of 
mothers and children place upon us the obligation to find the 
ways and means whereby the whole population can benefit 
from this knowledge and skill. 


Part I. Evipences oF NEED FOR AN EXPANDED 
PROGRAM 


(1) SPECIAL NEEDS OF MATERNITY AND INFANCY 


The health and security of children depend to a great extent 
on the life and health of the mother. 

Each year a birth occurs in the households of 2,000,000 fam- 
ilies in the United States, an event the cost of which must be 
rated in the category of major medical expenditures. To society 
the outcome of these two million births in terms of the survival 
and health of the mother and child is of sufficient significance to 
warrant the provision by government of facilities to insure the 
best possible care for all who are unable to provide it from their 
own resources. 

Today there is a great and unnecessary wastage of maternal 
and infant life and impairment of health is widespread among 
mothers and children. 

Each year about 14,000 women die from causes connected 
with pregnancy and childbirth; about 75,000 infants are still- 
born; nearly 70,000 infants die in the first month of life, four 
fifths from causes associated with prenatal life or the process 
of birth, and at least 35,000 children are left motherless. Phy- 
sicians estimate on the basis of experience that from one 
to two thirds of the maternal deaths are preventable ; that the 
still-birth rate can be reduced possibly by two fifths; am t 
the deaths of newborn infants can be reduced at least on 
third and probably one half. This would mean the saving 
year of more than 70,000 lives. oS 
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The maternal mortality rate in the United States is high, and 
there has been but slight decline during the twenty-two years 
for which we have records. In 1936 the rate was 57 deaths 
per 10,000 live births. Rates varied widely in different states, 
from 40 in New Jersey and Rhode Island to 91 in Arizona and 
9) in South Carolina. In individual counties the range was 
even wider, from no maternal deaths at all for a five year period 
to rates of more than 200 per.10,000 live births. It is well 
recognized that major reductions in deaths from toxemias of 
pregnancy and from sepsis associated with delivery could be 
made at once if facilities for proper antepartum and delivery 
care were to be made universally available. These two causes 
together account for nearly two thirds of all maternal deaths. 
Where proper facilities have been made available, the maternal 
death rate has been reduced to about one-half that of the country 
at large. 

In the death rate of infants under 1 month of age, there has 
been but slight decline during the twenty-two years of record, 
and no decline in the death rate on the first day of life. These 
deaths are closely associated with the problems of maternity 
care and, as in the case of stillbirths, reduction in rate should 
result from more skilful care. Nearly one half of all deaths 
in the first month of life are among prematurely born infants ; 
with proper care of the mothers, many premature births could 
be prevented, and with proper care of the infants, a larger 
proportion could be saved. 

Notwithstanding the progress that has been made in reducing 
infant mortality in the first year of life, there are still each 


year some 53.000 deaths of infants in the second to the twelfth 
month of lit That these deaths are closely associated with 
economic conditions is too well known to need discussion. In 


spite of great gains there are still areas of the country and 
special groups in which the mortality in this age group is 
practically as high today as it was for the country as a whole 
twenty years ago. 

Since 1929, infant mortality in rural areas has been higher 
than in cities. If preventive measures so successfully applied 
in many places can be made available in all cities and rural 
areas, they should bring a further reduction in our infant 
mortality. 

A few salient facts will indicate the inadequacy of present 
provisions for maternal and infant care. Recent studies have 
shown that many women receive no antepartum care or inade- 
quate care. In 1936, nearly a quarter of a million women did 
not have the advantage of a physician’s care at the time of 
delivery. In 1936 only 14 per cent of the births in rural areas 
occurred in a hospital, as contrasted with 71 per cent in cities. 
For the great majority of the 1,000,000 births attended each 
year in the home by a physician, there is no qualified nurse to 
aid in caring for the mother and baby. 

Although progress is being made under the Social Security 
Act in developing maternal and child health services, there are 
still more than 1,000 counties in which. no public health nurse 
is employed to.serve rural areas. In some rural areas, one nurse 
Must serve a population of as many as 25,000 or more, whereas 
in cities she serves, on the average, a population of about 5,000. 
Such a nurse is one of the first essentials of an educational 
maternal and child health program. She should also be available 
to aid the mother at time of delivery, but funds have not been 
sufficient to provide nursing care at delivery or medical care, 
except to a limited extent on an experimental basis. 

It is estimated that more than 1,100,000 births occur each year 
i families that are on relief or have total incomes (including 
home produce on farms) of less than $1,000. Health officers 
Teport that many expectant mothers, because of lack“of funds, 
80 without proper prenatal care or hospital care and ‘do not 
seek the services of a physician until too late to save them from 
Serious illness or death. 

In Most communities resources are limited for providing 
medical, nursing and hospital care at the time of childbirth. 

tain communities, mostly urban, have provided a physician’s 
se and hospital care through public or private effort, but there 
eretofore been no planning on a national scale to make 


medical and nursing care at the time of delivery available either 
in the home or in the hospital for mothers in families that can- 
not provide such care unaided. 

(2) SPECIAL NEEDS OF CHILDREN 

The increasing proportion of persons in the older age periods 
has been accompanied by a decline in the proportion of children 
in the population. The conservation of child life is, therefore, 
imperative as a measure for maintaining in the future the pro- 
portion of people in the productive ages necessary to an economi- 
cally productive nation. 

In childhood, exclusive of the first year, the probability of 
dying is less than at any subsequent age period, but the proba- 
bility of being sick is greater than that for adults. Although 
the average duration of illness is less than in later years, such 
illnesses often result in protracted or permanent disability. In 
the recent National Health Survey in eighty-four cities, it was 
found that of all children under 15 years of age having illnesses 
that disabled them for seven days or more, 28 per cent had had 
neither a physician’s care nor hospital care. The proportion 
going without such care was largest among children in families 
with incomes of less than $1,000 a year but. not on relief (33 per 
cent), larger even than among children in families on relief 
(29 per cent). 

In the period 1934-1936, on the average, 14,000 children under 
15 years of age died annually from whooping cough, measles, 
diphtheria and scarlet fever; 35,000 from pneumonia and influ- 
enza; 19,000 from diarrhea, enteritis and dysentery; 15,000 from 
accidents ; 4,000 from cardiac conditions largely rheumatic, and 
4,000 from tuberculosis—an average annual total of 88,000 deaths. 
These figures represent only a small proportion of the total 
number of children who are affected by these conditions and 
who, though they recover, may have suffered permanent injury 
to their health. The proportion of deaths that are preventable 
is not known but there is no doubt that many deaths and much 
subsequent ill health could be prevented by such measures as 
more adequate control of communicable disease, protection of 
the milk supply, and systematic health supervision, and by early 
diagnosis and prompt treatment of conditions and diseases that, 
without such treatment, tend to become serious or chronic. 

In addition, there occur also in childhood many relatively 
minor conditions that interfere with growth and development 
or with the general health of the child. Prompt treatment of 
these is often as important in preventing future disability as is 
the treatment of more serious diseases. 

Child health centers and clinics to which parents otherwise 
unable to obtain such service may take their children for health 
supervision or for diagnosis and treatment are still lacking or 
are insufficient in numbers in many areas. Reports from forty- 
three states show that in 1937 there were approximately 6,000 
child health centers serving 734 counties, towns or other local 
units in rural areas. About two thirds of the rural areas of the 
country are not yet provided with such centers. 

It is estimated that over six children in every thousand of 
the population under 21 years of age are crippled or seriously 
handicapped by disease or conditions such as_ poliomyelitis, 
tuberculosis, birth injuries, injuries due to accidents and con- 
genital deformities who may be benefited or entirely cured with 
proper treatment. It is estimated that in the northern parts of 
the country at least 1 per cent of school children have rheumatic 
heart disease, a condition largely remediable with prolonged 
care. Approximately 30 per cent of all children under 15 years 
of age have defective vision due to refractive errors. Approxi- 
mately 5 per cent of school children have impaired hearing. 
Approximately two thirds of all school children have dental 
defects. Widespread inadequacy of nutrition is responsible for 
many cases of the deficiency diseases in children, for increased 
severity of much illness and for retardation in recovery. 

Great progress has been made under the provisions of the 
Social Security Act providing for services for crippled children 
in making available orthopedic and plastic surgical service, hos- 
pitalization and after-care. There is need of further provision, 
however, for children crippled or handicapped from heart disease, 






































































440 NATIONAL HEALTH CONFERENCE 


diabetes. congenital syphilis, injury due to accident, and other 
conditions that require prolonged care to insure recovery or 
restoration leading to self support. The need of facilities for 
hospital or convalescent care of children with early rheumatic 
heart disease is particularly urgent in the northern parts of 
the country. There is great need for discovering early, children 
with defects of vision and of hearing and those with dental 
defects and of providing proper treatment to prevent and to 
remedy serious impairment. 

When it is realized that 13,000,000 of the 35,000,000 children 
under 15 years of age in the United States are in families with 
incomes of less than $800 a year or on relief, it becomes apparent 
that such families are able to pay but little toward the medical 
care necessary to meet their children’s needs and that the prob- 
lem of providing sufficient care must be the concern of govern- 
ment through health and welfare authorities. The provision of 
social services as a basic component part of a strong, well 
coordinated health program is essential. Medical care is more 
adequate and more economical when provision is made for 
discovery and for assistance in overcoming the adverse social 
factors related to disease or disability. The relation of measures 
directed toward the improvement of the economic basis for 
family life to those for the prevention and control of diseases 
and disability is obvious. 

(3) THE NEED FOR CONSULTATION SERVICE 

The general practitioner gives, and will continue to give, the 
largest amount of medical service to mothers and children. 

However, for dealing with many conditions of maternity, for 
diagnosing and treating many diseases of childhood, and for 
guiding development of effective preventive measures in a com- 
munity, the general practitioner frequently needs to consult 
with a specialist in obstetrics or in pediatrics. There are many 
areas in the United States where such specialists are not avail- 
able or are so inaccessible that the cost of consultation service 
is prohibitive. A few state agencies provide for a limited 
obstetric consultation service, but in most states such service 
is not available through public resources. Hospitals with special 
services for children are not well distributed geographically so 
as to be available for diagnosis and treatment of children in 
difficult cases. Well equipped diagnostic centers strategically 
situated would fill a great need. 


(4) THE PROBLEM IS NATIONAL 


In attempting to plan for more adequate provision of maternal 
and child health services, certain facts must be considered con- 
cerning the distribution of children among the several states 
and geographic areas, especially as it may be compared with 
the distribution of adults in the productive age groups who 
must support the children, the national income, facilities for 
care now available, and such indexes of adequacy of care as 
infant mortality. 

The ratio of births or of children under 15 to the adult popu- 
lation which must support them and the financial resources 
available for their support vary to a considerable extent in the 
different states. For instance, twelve states in the Northeast 
and the District of Columbia caring for 29 per cent of the 
nation’s children, receive 41 per cent of the national income, 
whereas eleven states in the Southeast, caring for 25 per cent 
of the children, receive only 12 per cent of the national income. 
Adults of productive age living on farms must support nearly 
twice as many children proportionately as do adults of the same 
age groups in the largest cities. And yet it is in the rural 
areas and in states receiving the smallest proportion of the 
national income that the infant and maternal mortality rates 
remain high and the facilities for care are least adequate. Any 
plan for extending and improving maternal and child health 
services must take into consideration these facts. 


Part II. CoMMitrEE RECOMMENDATIONS 
With respect to expansion of the maternal and child health 
program, the Technical Committee made the following recom- 
mendations to the Interdepartmental Committee. In presenting 
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its report, the Committee expressed the opinion that the recom. 
mendations relative to maternity care and medical care of chil. 
dren, as well as those for general public health services, should 
be given special emphasis and priority in any consideration of 
a National Health Program more limited in scope than that 
outlined in the complete series: of recommendations. 


RECOMMENDATION I-B: EXPANSION OF THE EXISTING 
FEDERAL-STATE COOPERATIVE PROGRAM FOR 
MATERNAL AND CHILD WELFARE 
SERVICES UNDER TITLE JV, 

PARTS 1 AND 2 OF 
THE SOCIAL 
SECURITY 
ACT 


(1) EXPANSION UNDER TITLE V, PART 1 MATERNAL 
AND CHILD HEALTH 


It is recommended that federal participation in maternal and 
child health services under title V, part 1, of the Social Security 
Act be extended through increased authorization for appropria- 
tion for grants-in-aid to states over and above the $3,800,000 
now available each year. Increasing federal participation should 
allow for a program to provide facilities for care in two general 
areas: (a) medical and nursing care of mothers throughout the 
period of maternity and of their newborn infants throughout the 
neonatal period, and (b) health supervision and medical care of 
children. 

A plan of orderly expansion during the next few years which 
is compatible with sound administration and a reasonable pro- 
gram for training personnel follows. It assumes (1) a gradual 
development of the program of maternity care and care of new- 
born infants with a view to reaching the maximum federal con- 
tribution as soon as may be possible, but at least not later than 
the tenth year and (2) a gradual approach to a general program 
of health supervision and medical care for children, which would 
not reach desirable proportions until the full medical care pro- 
gram contemplated in recommendation III or IV is in effect 
Administrative procedure would be designed to allow for con- 
tinued expansion of the program of health supervision and 
medical care of children under title V, and for cooperation with 
other plans which may develop for medical care. 


(a) Plan of Expansion—Fundamental to the expansion of 
the program for maternity care and medical care of children is 
further increase in the basic local health services, including 
health supervision of pregnant women and of infants and pre- 
school children by local physicians, public health nursing services, 
health supervision of school children, and the services of dentists, 
nutritionists, health educators and medical social workers. 

Expansion and improvement of the program should be along 
three lines: 

1. Expansion of facilities for conservation of health of mothers 
and their newborn infants should provide for— 

Medical care of mothers and their newborn infants throughout the 
period of maternity and the neonatal period, including care of the mothers 
at delivery in the home or in hospital, and of their newborn infants, by 


qualified local physicians with the aid of specialized consultants, , 
by nurses, preferably public health nurses, trained in obstetric nursing 


procedure. : 
Facilities for expert diagnosis and care in diagnostic or consultation 


centers and in the home. 
Hospital care as necessary for medical, social or economic reasons. 


2. Expansion of facilities for the conservation of the health 
of children should provide for— 

Health supervision, medical care and, when necessary, hospitalization of 
older infants and children—the health supervision and medical care to 
provided by qualified local physicians with the aid of specialized chil 
in local consultation or diagnostic centers, or elsewhere when the ill 
cannot be’ brought to the center. 


3. Increased opportunities for postgraduate training of pro- 
fessional personnel—medical, nursing, and medical- a 
be essential in order to provide qualified personnel to carry 
the program. Additional centers for such training, espe 
for postgraduate instruction, would have to be esta 
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(b) Estimates of Cost of Proposed Program.—To provide 
for such an expanding program, authorization for increased 
appropriations for grants-in-aid to states under title V, part 1, 
of the Social Security Act would be necessary. Estimates of 
cost of care and of the amounts to be authorized for appropria- 
tion by the federal government have been made (1) for mater- 
nity care and care of newborn infants, and (2) for health 
supervision and medical care of ‘children. The estimates for 
(1) maternity care are based on the needs of families on relief 
or with incomes (including home produce on farms) of less 
than $1,000 a year. There are in these families approximately 
1,100,000 births annually (live births and stillbirths). The 
estimates for (2) care of children are based on the number of 
children under 15 years of age in that third of the population in 
need of financial assistance in obtaining basic health and medical 
services, approximately 13,000,000. 

Estimates for Maternity Care and Care of Newborn Infants: 
Estimates ‘ave been prepared including cost of (1) medical, 
nursing and hospital care; (2) development and maintenance of 
10,000 addit' nal maternal and child health consultation centers 
to serve sm iller cities, towns and rural areas; (3) development 
of centers or postgraduate education of physicians, nurses, 


medical soc.cl workers; and (4) federal and state administra- 
tion. 

The total cost to federal, state and local governments for 
maternity core and care of newborn infants in families at the 
income ley specified is estimated to be approximately 
$95,000,000. Maximum federal participation, including cost of 
administrati -, demonstration and investigation, is estimated to 
be approxi .tely $47,500,000. It is recommended that for the 


first year of ‘ne expanding program authorization for appropria- 
tion under tit'e V, part 1, of the Social Security Act be increased 
for maternity care and care of infants by approximately 
$4,500,000. i-urther increases would depend on the rate of 
expansion of the program, but it is estimated that an appro- 
priation by the federal government of not less than $25,000,000 
should be reached by the fifth year and the full amount in not 
less than ten years. 

Estimates ior Health Supervision and Medical Care of 
Children: The unit cost of providing a minimum of essential 
medical serviccs for children is estimated to be, on the average, 
$10 per child per year; it is recognized,’ of course, that in 
individual cases the actual expenditures would vary from much 
less to much more than this average figure. The average cost 
is intended to include increased facilities for health supervision 
by local physicians and public health nurses, minimum essential 
services of general practitioners and specialists for the care 
of sick children, necessary medical social services, hospitaliza- 
tion, and other types of special services in minimum amounts. 
This estimate is supplementary to the sums now being spent 
lor medical care of children by individual families with low 
incomes or by communities, and represents about half the cost 
of reasonably adequate services such as are contemplated under 
recommendation IV. 

The overall cost of providing medical care at this rate to the 
13,000,000 children under 15 years of age in the third of the 
population in need of financial assistance in obtaining basic 
— and medical services would be approximately $130,000,000 

year, . 

To make available at this time a portion of this amount 
M connection with the program of health supervision of infants 
and children under title V, part 1, it is recommended that sums 
to provide for a gradually expanding program under, this title 

authorized for appropriation by the federal government. For 
oc year of the program it is estimated that an authoriza- 

Peto appropriation of $3,000,000 would be needed. Annual 
ses thereafter would depend on the rate of expansion of 
Be damm but it is estimated that an appropriation by the 
nak pPrcnment of not less than $15,000,000 should be 
teath y the fifth year and not less than $30,000,000 by the 

Year. It is recognized that these amounts are considerably 


| 
s than the full amounts needed for a complete program. 


However, the difference would be reduced by the provisions 
of recommendations II and III, which would supplement the 
recommendations submitted here. 


(2) EXPANSION UNDER TITLE V, PART 2, SERVICES 
FOR CRIPPLED CHILDREN 

it is recommended that federal participation in services for 
crippled children under title V, part 2, of the Social Security 
Act be extended through increased authorization for appropria- 
tions for grants-in-aid to states over and above the $2,850,000 
now available each year for the purpose of meeting the needs of 
additional children who by reason of serious physical handicap 
require prolonged care of the kind already provided under 
existing programs. Increasing federal participation should allow 
for an expansion of program as follows: 


Increased facilities for orthopedic and plastic services for the care of 
children who are crippled or suffering from conditions that lead to crippling 
from diseases of bones, joints or muscles. 

Increased facilities for care of children who are suffering from heart 
disease, injury due to birth or accident, or other diseases or conditions 
that require prolonged care to insure recovery or restoration leading to 
self support. 


This program should be closely related to the proposed 
expanding program of general health and medical services to 
children under part 1 of title V, and should be directed toward 
the care of children whose physical needs or social needs arising 
out of their physical condition require especially intensive ser- 
vice. For the first year of the expanded program it is estimated 
that authorization for an additional appropriation of federal 
funds of $2,000,000 would be needed and that an amount of not 
less than $5,000,000 would be needed by the fifth year. The 
amounts required after that period would be determined on 
the basis of experience. 


(3) FEDERAL PARTICIPATION AND PARTICIPATION 
BY STATES AND LOCAL COMMUNITIES 

The first few years of expansion of the programs for mater- 
nity care and health conservation and medical care of children 
and services for crippled children may be expected to be a period 
of development and equalization of services and, therefore, one 
in which federal financial participation would be relatively large, 
supplementing present expenditures by the states or local 
communities. Increasing financial participation by the states 
would be encouraged. In determining the extent to which each 
state would be eligible for federal aid, account would be taken 
of (1) the ability of states to provide for support of necessary 
services, and (2) the need for maternal and child care as 
shown by mortality and morbidity rates, present facilities for 
care of mothers and children, personnel in need of training and 
facilities for training, and the need for services for crippled 
children as shown by the number of such children in need of 
care and the cost of providing care. 


RECAPITULATION 


The opportunity is before us to make a major gain in 
our provision for the health of mothers and children. The 
proposed program calls for extension of our health services 
into all parts of the United States, for an expansion of the 
program to fill gaps in existing services, for more adequate 
facilities for training professional workers, and for cooperation 
of public agencies with the medical, dental, nursing, and social 
service professions to make sure that medical and related 
services are available to mothers and children of all income 
groups and in all parts of the United States. 

The proposed program contemplates during the first year an 
increased expenditure by the federal government through grants 
to states as follows: 


Maternity care and care of newborn infants.......... $4,500,000 
WModienl Gare’ OF Ce ios oka sc Fis Fees Kosei vbeecs 3,000,000 
Services for crippled children. .........0.eeeeeeeeees 2,000,000 


During succeeding years, the program would be expanded 
gradually, reaching at least by the tenth year a proposed 
federal expenditure of $47,500,000 for maternity care and care 
of newborn infants, $30,0000,000 for medical care of children 
and $5,000,000 for services to crippled children. 
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HOSPITAL FACILITIES 


Part I. Status AND NEED OF HospItaAL FACILITIES 

No scheme for promoting the nation’s health can be con- 
sidered complete or wholly effective that does not give due 
consideration to hospitals. The growing importance of these 
institutions arises from a variety of causes. Chief among these 
is the fact that the home and the family structure are less suited 
to the needs of the sick than they were even a generation ago. 
As medicine advances scientifically, the facilities represented by 
a hospital become more essential for accurate diagnosis and 
proper care. Every indication suggests that this trend will con- 
tinue and perhaps at an accelerating rate. While general state- 
ments such as these apply to all hospitals, a special set of 
circumstances with respect to status and need is associated with 
hospital of separate categories. Sufficient definition of these 
points is attained by classifying hospitals according to three 
medical types: general, tuberculosis, and mental. In the 
appendix to this hospitals section of the report by the Technical 
Committee on Medical Care may be found a series of tables 
which detail the hospital status of this country. Because federal 
hospitals admit selected beneficiaries drawn from the nation as 
a whole they have been omitted from the estimates of needs, 
since this report is a discussion of community facilities that may 
be assigned in some measure to population groups. 


(1) GENERAL HOSPITALS 


The growth of general hospitals in this country has been 
closely related to advances in surgery. In the main, their 
development may be credited to charitable impulse and to private 
enterprise. According to returns of 1937, general hospitals 
which meet the registration requirements of the American Medi- 
cal Association number about 4,500. Slightly more than half of 
these are operated by corporations not organized for profit, 
roughly one third are proprietary and conducted without restric- 
tion as to the use of income, while state and local governments 
participate to the extent of about 15 per cent as operating 
agents. These proportions change somewhat when facilities are 
computed on the basis of beds, since government hospitals 
tend to be large, nonprofit of medium size, and the proprietary 
very small. The 410,000 beds in general hospitals are dis- 
tributed by control as follows: about 27 per cent are in hos- 
pitals of state and local governments, 62 per cent in noprofit 
hospitals, and about 11 per cent are proprietarily owned. 

(a) Source of Income.—Closely allied to control of hospitals 
is their source of income. Governmental hospitals, as one might 
expect, are supported mainly through taxation; on the other 
hand, fees collected directly from patients furnish 70 per cent 
of the income for nonprofit hospitals, and for the proprietary 
group, more than 90 per cent. Endowments produce about 6 
per cent of the income for nonprofit hospitals and they obtain 
in gifts an amount of perhaps the same magnitude, but income 
from these sources is negligible for the proprietary group. Pay- 
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ments made by governments to nonprofit and proprietary hos- 
pitals for the care of public charges were larger in 1935 than 
the total of all private gifts. Thus, one may observe that most 
of the free and part-pay service of voluntary hospitals must be 
accomplished by passing the costs on to patients who through 
payment of overcharges create the necessary reserve. Indj- 
vidual hospitals, particularly in large cities, may constitute an 
exception to this general rule. 

(b) Distribution—The general hospital is predominantly an 
institution of population centers. Among the counties of the 
United States, 1,338 or over 40 per cent, do not contain a 
registered general hospital. True, most of these counties are 
not populous, yet nearly one third of them have 15,000 or more 
inhabitants; and in the aggregate, counties without hospitals 
contain about 17,000,000 people. Remoteness from metropolitan 
centers, a very small percentage of urban population and low 
tax income also characterize the counties without hospitals, 

The ratio of beds per thousand of population exceeds 5.2 in 
23 large city-counties of 200,000 or more inhabitants and 
averages 5.0 for the 46,000,000 persons residing in such counties, 
When hospital facilities according to states are related to the 
combined population residing in areas designated as metro- 
politan in character by the United States Census Bureau 
together with counties immediately adjacent thereto, it is found 
that hospital facilities exceed 4.7 beds per thousand persons for 
25 per cent of the states. In the areas beyond these metro- 
politan counties 3.1 beds or more per thousand are found in 
25 per cent of the states. Voluntary hospitals, be it recalled, are 
predominant among those of general medical type; therefore it 
is to be expected that economic opportunities must have had 
greater weight than social needs in determining the present 
distribution of hospitals with respect to population. 

Self evident, though often overlooked, is the fact that mere 
presence of a hospital in a county or one adjoining may have 
little meaning to underprivileged people unless funds for meet- 
ing the costs of service are assured. Previously it was stated 
that proprietary hospitals subsist almost exclusively on fees 
collected directly from patients, that those classed as nonprofit 
derive more than 70 per cent of their income from this source, 
and that governmental hospitals are as a class supported through 
taxation. On combining location with ownership, the data indi- 
cate very clearly that general hospital service is not available 
to a very large segment of the population either through faulty 
location of the hospital or because the potential patient is 
unable to purchase service. Specifically, the data at hand show 
that among the 1,737 counties with local general liospitals, 519 
have nothing but proprietary institutions; 786 are served by 
nonprofit hospitals alone or in conjunction with those pro- 
prietarily owned, and only 432 counties contain local tax-sup- 
ported facilities. 

The counties with city-county institutions represent a total 
population of about 59,000,000, which is largely urban im 
character. Other checks such as per capita expenditures by 
governments for hospitalization, and days of care reported by 
representative samples of population emphasize over again that 
people of low income obtain little hospital service except in areas 
having a reasonable proportion of tax-supported or endo 
beds. In the smaller towns and rural areas, admission of the 
poor to bed care usually signifies an acute emergency necessitat- 
ing surgical intervention. Exceptions to this statement are 
found in a few counties where governmental general hospitals, 
and in a few states where state-supported general hospitals meet 
a part of the need. 

The amount of chronic disease and the need and economy of 
adequate care have been demonstrated by the National H 
Survey. Some chronic patients require diagnostic and treat: 
mént services equivalent to those of an acute hospital cast; 
others need only skilled nursing or custodial care after ther 
condition has been diagnosed. 

(c) Use of Hospital Facilities —The average daily census of 
patients in general hospitals is equivalent to 70 per cent 0 
bed capacity. Broadly speaking, the facilities of large ® 
medium-sized capacity are utilized. more fully. than oa 
small. Average occupany of beds is less than 50 per cent 
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full capacity in those hosptials that depend for revenue on 
payments by patients, while the great majority of tax-supported 
beds approach full utilization. At certain seasons of the year, 
many tax-supported hospitals experience overcrowded condi- 
tions. In the range between these extremes, occupancy of hos- 
pital beds is inversely related to the percentage of income that 
is derived from patients. The proportion of hospital income 
that is obtained from different*sources may therefore be used 
as a measure of their ability to serve different economic groups 
in the population. Obviously the economic barrier between need 
and service must work its greatest hardship in those areas 
where no provisions are made in the scheme of hospital finance 
for necessitous persons. 

(d) Stability of Hospitals—Another point bearing on ser- 


vice for a community is the assurance of uninterrupted hos- 
pital operation. In relation to this point, the data show 
continuity of existence during the study period (1928-1936) 


for 83 per cent of government hospitals, 73 per cent of hospitals 
classed as church and corporation, and 37 per cent of those 


operated by individuals and partners. It is impossible to 
separate the effects of management from finance on_ this 
behavior, siace the two are so intimately tied together. Suf- 
ficient is the observation that the constant needs of illness cannot 
be met by such ephemeral institutions as the proprietary group. 


(2) TUBERCULOSIS SANATORIUMS 


In that section of the Technical Committee’s report entitled 


“Expansion of General Public Health Services,” recommenda- 
tions are made with respect to case finding procedures and 
grants-in-aidl for bed care of the tuberculous. Therein it was 


also contemplated that the sanatorium should take a vital part 
in an integrated program for conrtol of the disease. This 


scheme of health organization is not possible for many sections 
of the United States because the institutions do not exist or they 
lack resources in the way of personnel and funds. 

(a) Existing Facilities—Facilities for the United States as 
a whole are represented by 65,000 sanatorium beds and 22,000 
beds set apart for the care of the tuberculous in hospitals of 
other types. (f the beds in sanatoriums proper, 80 per cent 


are operated hy state and local governments and 20 per cent 
by nonprofit and proprietary agencies. The great majority of 
those beds not in sanatoriums also are under governmental con- 
trol. More than half of them are attached to institutional 
infirmaries and therefore are not available for a general control 
program. 

(b) Source of Support and Use of Tuberculosis Facilities — 
As in the case of general hospitals, source of financial support 
is the main factor determining the extent to which available 
beds are used. For example, occupancy of beds rises to 92 per 
cent of capacity where less than 10 per cent of the cost is 
defrayed through fees collected from patients; and it falls to 
67 per cent when patients furnish more than 90 per cent of the 
revenue. Bed care in tax-supported institutions as a rule is 
lurnished without cost to the patient, while the opposite financial 
atrangement obtains in private sanatoriums, except for a fairly 
‘ignificant proportion of persons that are maintained there at 
public expense. Since such a small proportion of patients meets 
the costs of their care, financial barriers that commonly exist 
i mee and medical service offer no great handicap to 
tidieeams full use of existing facilities for bed care of the 
ars =. The immediate need, so far as institutional care 

, oncerned, is for increasing the existing number of beds. 


(3) MENTAL INSTITUTIONS 


For all practical purposes, institutional care of persons with 
peg disorders may be regarded as a monopoly of state and 
prose --eagmesem Together they operate 509,000 beds, or 
pie Per cent of the total in mental hospitals. _ The state 
ete ent being the principal operating agency, institutions 
it ig — - service is organized on a statewide basis. While 
© ot et at there are fifty-two institutions of nonprofit and 

Proprietary classification, these places maintain only 4 


eer of the beds, Furthermore, private institutions serve in 
cular the well-to-do. 
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Data which describe the manifest demands on facilities for 
mental patients are found in the percentage of occupancy 
reported by hospitals under the various types of control. The 
median, or middle, nonprofit hospital reported 80 per cent of 
all available beds in use, while 63 per cent of the beds were 
occupied in the median proprietary hospital. Tax-supported 
mental hospitals reported crowded conditions. In the median 
hospital under state control, 96 per cent of all beds were 
utilized, while an occupancy of 94 per cent was reported by 
the median city or county hospital. Governmental hospitals 
for persons with mental disorders may be characterized as 
follows: They are large; they are numerous; and they are 
fully occupied. Nongovernmental hospitals, on the other hand, 
are small and less completely filled. 


(4) FUNCTIONS OTHER THAN BED CARE 

(a) Outpatient Services—Ambulatory sick in any community 
exceed in number those requiring bed care. The hospital out- 
patient department, commonly spoken of as the free dispensary, 
is a device that has demonstrated many advantages for meeting 
the needs of the sick poor who are able to come to some fixed 
point. Aside from lowered service costs that accrue from volume 
of work, the clinic brings together specialists representing 
various branches of medicine at a place where they have access 
to laboratory services, x-ray, and similar aids to diagnosis and 
therapy. Since hospital outpatient departments may be utilized 
in carrying out recommendation III, “medical care for needy 
persons,” this type of facility should be considered in any scheme 
of hospital organization. At the present time outpatient depart- 
ments are not sufficiently numerous or widespread to afford a 
basis of operation. 

By using organized outpatient departments of general hos- 
pitals as a measure of resources, both the deficiency and the 
uneven distribution of such units become even more apparent 
than was the case for hospital beds. According to available 
information, there are some 770 organized outpatient departments 
that operate in connection with general hospitals. About 35 per 
cent of government hospitals and 20 per cent of nonprofit hos- 
pitals afford this type of service for the destitute and very 
low income groups of the population. Clearly defined depart- 
ments of this type do not seem to be a feature of proprietary 
hospitals. Even more than hospitals, general outpatient depart- 
ments are institutions peculiar to large cities. Each of the cities 
above 250,000 population reports one or more outpatient 
departments, while only 2 per cent of cities below 10,000 have 
such resources. It is not until cities reach 50,000 that more than 
half of them are provided with this type of service. 

As a general rule, mental and tuberculosis hospitals are not 
so situated that organized outpatient departments can become a 
regular feature of their service. Services for patients of these 
types are more frequently associated with general hospitals. In 
all, 145 outpatient departments reported psychiatric clinic 
divisions, and of these, 115 were associated with general hos- 
pitals. Similarly, of the 201 departments reporting tuberculosis 
clinic divisions, 140 had general hospital sponsorship. 

Development through hospitals of service for the ambulatory 
sick is contemplated in the proposed program of hospital 
development. In some instances the arrangement can be quite 
informal, involving little more than the use of regular hospital 
equipment. Where the problem of caring for dependent and 
medically needy persons is of sufficient magnitude, an outpatient 
department should become a definite unit in the hospital organiza- 
tion. For areas remote from hospitals, it will be necessary to 
develop centers with special equipment for diagnosis and treat- 
ment. Such facilities may be used jointly by the practicing 
physician and the public health agencies. 

(b) Influence on Medical Practice-——Over and above the bed 
care and the ambulatory service commonly associated with hos- 
pitals, many students of administrative medicine conceive of the 
hospital as having in its own right a reputation and a body of 
traditions—in other words, an institution with a personality. The 
Committee believes it is feasible, through proper equipment and 
staff arrangement, for hospitals to become institutions or 
elevating medical practice and for extending various types of 
care to all groups of the population. 
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Part II. RECOMMENDATIONS 

From the foregoing facts and from others that might be 
adduced, one should readily perceive that there are deficiencies in 
the present scheme of organization which serve to limit the 
usefulness of hospitals to patients and circumscribe their influence 
on medical practice. These deficiencies include insufficient 
number of institutions and beds, improper location, incomplete 
services, and inadequacy of financial support; they apply in 
varying combinations to hospitals of different classification. In 
some degrees, recommendations submitted by the Technical 
Committee regarding public support of hospital care for necessi- 
tous persons will bring about greater use for existing facilities. 
Such action alone would be only a half-way measure; further 
construction, extension of services, and broadening of the basis 
for financial support are indicated. To this end, the Technical 
Committee submits: 


RECOMMENDATION II: FEDERAL GRANTS-IN-AID FOR THE CON- 
STRUCTION OF NEEDED HOSPITALS AND SIMILAR FACILITIES, 
AND SPECIAL GRANTS ON A DIMINISHING BASIS TOWARD 
DEFRAYING THE OPERATING COSTS OF THESE NEW 
INSTITUTIONS IN THE FIRST THREE YEARS 
OF THEIR EXISTENCE 
(1) EXPANSION OF GENERAL HOSPITALS 


Since the demand for service in general hospitals is conditioned 
so largely by ability of patients to pay, local experience with 
respect to use may not always be taken as a reliable measure of 
need. This is particularly true of rural areas since there so large 
a percentage of the beds are supported by fees from patients. 
For urban areas, especially the populous ones, beds in more 
reasonable proportions are free or obtainable at less than mainte- 
nance cost; there the ratio of beds may run as high as 9.5, 
while for the median city-county containing more than 200,000 
inhabitants, the ratio is 4.3 per thousand of population. 

Again taking for a base metropolitan areas as desig- 
nated by the United States Census Bureau plus counties 
immediately adjacent, the average ratio is 4.1 per thousand. 
Despite the financial restrictions which now limit hospital utili- 
zation, 72,000,000 people residing in such trade areas have seen 
fit to establish average facilities approaching the standard of 
adequacy so frequently reached through professional judgment, 
namely 4.5 hospital beds per thousand of population. 

Bed accommodations also vary with states from 1.26 to 5.5 
per thousand of population, with a figure of 3.1 representing the 
median state. To bring all state averages up to 4.5 will require 
the addition of 180,000 beds. Some of these beds would be added 
to existing hospitals, but most of them would call for new units 
to be located in areas now without hospitals or having hospitals 
whose physical or financial deficiencies preclude their becoming 
true community institutions. There is need for at least 500 
hospitals in areas largely rural in character. Those hospitals 
would be primarily small (thirty to sixty bed) institutions. The 
large number of beds needed for chronic patients should usually 
be built in association with general hospitals. 


(2) EXPANSION OF TUBERCULOSIS SANATORIUM FACILITIES 


By following the generally accepted measure of institutional 
accommodations, namely beds per annual death, one finds that 
the ratio for the United States as a whole is 1.15. Ratios for 
individual states vary from 2.75 down to 0.20; only five states 
have two or more beds per annual death, while in twenty-six 
states this figure is less than one. Nine states do not make 
legal provision for sanatoriums; five of these subsidize care at 
local institutions, but in four states no statewide provisions are 
made for hospitalizing patients. Clinical experience has demon- 
strated that two beds per annual tuberculosis death are required 
for hospitalization of the tuberculous in areas having a reason- 
ably aggressive case finding program. To bring facilities of 
the whole country up to this standard after allowing for a con- 
tinuing reduction in number of deaths would require the addition 
of approximately 50,000 beds. Some of these beds may be 
incorporated into existing general hospitals and sanatoriums, but 
in several states entirely new institutions should be established. 
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(3) EXPANSION OF MENTAL INSTITUTION FACILITIES 


The ratio of beds to population varies with the states from 
6.88 down to 1.96. The state represented by the upper quartile 
has 4.8 beds per thousand, while 3.86 beds expresses the median 
state. States on the upper 25 per cent performance level contain 
about one fourth of the total population of the United States, 
While no absolute figure in beds can be taken to express the 
needs for institutional accommodations, there is every reason 
to suppose that provisions already made by states in the upper 
25 per cent group are not in excess of actual demand as shown 
by occupancy in excess of rated capacity. The lower figure for 
this group, namely 4.8 beds, may therefore be taken as a reason- 
able standard that is amply supported by experience. 

To bring the ratios of beds to population in all states up to 
this standard of 4.8 would require the addition of 130,000 beds 
to existing accommodations. Most of these new beds would 
serve to augment facilities especially of those states now having 
insufficient accommodations. Existing institutions might be 
enlarged or new units could be established as local circumstances 
warrant. 

(4) TEMPORARY (THREE YEARS) MAINTENANCE GRANTS 


Attention is here directed to the financial need of newly con- 
structed hospital accommodations of the several classes—general, 
mental and tuberculosis. Since most of these beds are to be 
placed in areas of low wealth, states and local communities might 
encounter some difficulty in taking over rapidly the added 
financial burden. A special program is therefore contemplated 
to provide federal grants-in-aid for the maintenance of new 
institutions or additional beds during the first three years of 
their operation. 


(5) ESTIMATED COSTS FOR CONSTRUCTION 


General Hospitals and Diagnostic Centers—When computed 
on the basis of $3,500 per bed, exclusive of land value, the con- 
struction costs of general hospitals, aggregating 10,000 beds, 
entails an outlay of not less than $630,000,000, of which, approxi- 
mately $60,000,000 would be for rural hospitals. In remote 
rural areas, not readily accessible to a hospital center, provision 
should be made for the construction of health and diagnostic 
centers to serve both the practicing physicians and the public 
health agencies. As an initial development, not icss than 500 
such centers should be contemplated, entailing a gross expendi- 
ture of, roughly, $1,500,000. 

Tuberculosis Hospitals —By assuming an average cost per bed 
of $3,000, the total expenditure thus incurred for construction 
of 50,000 beds would be in the neighborhood of $150,000,000. 

Mental Institutions—The erection of mental [ospitals to 
accommodate 130,000 beds costing $2,500 each would necessitate 
a total outlay of about $325,000,000. 

On the construction program as outlined, the committee recom- 
mends federal grants-in-aid equivalent to 50 per cent of the 
construction costs as estimated, thus entailing a total outlay of 
$552,250,000 on the part of the federal government. 


(6) ESTIMATED COSTS OF TEMPORARY MAINTENANCE GRANTS 


Recommended federal grants are computed on a basis of $300 
per bed per annum for general and tuberculosis hospitals and 
$150 for mental institutions. The aggregate for the nation as 4 
whole is not to exceed 50 per cent of the actual patient-day 
costs, with curtailment stipulated at each year so as to disappeaf 
after three years. 

If all the hospital construction that has been outlined wert 
undertaken, these special maintenance grants would involve 4 
maximum total federal cost of about $177,000,000, distributed 
over a period of years beginning with the completion of the 
first hospital and ending three years after the completion of the 
last institution built under the program. 


SUMMARY 
The Technical Committee finds hospital accommodations - 
the scheme of organization ill adapted to the varying ; 


people living under different social, economic, and 
circumstances. In hospitals offering general care, the percentage 
of beds that must be supported through fees from patients ® 
out of proportion to the income distribution of the ou 
hence many of these full-pay beds are empty a large 
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the time. Conversely, there are too few low-cost and free beds 
to satisfy needs; those already provided are concentrated in 
centers of wealth and population. Some 1,300 counties have no 
hospitals, another 520 contain one or more small proprietary 
institutions only; and 423 counties have local tax-supported 
facilities. In this combination of circumstances can be found 
reasons why the rich and the poor of large cities secure propor- 
tionately more service than those of moderate means; why rural 
people generally have less hospital care than those residing in 
large cities; and why admission of the poor to hospital beds 
in rural areas and the smaller towns is confined very largely to 
emergency surgery. 

Recommendations which the Committee offers for expanding 
hospital accommodations together with making them more gen- 
erally accessible are given numerical expression in the following 
summary table. 


Hospital Facilities in the United States 
P::-ent Status, Needs and Costs of New Construction 
in Ten Year Program 








Present Status Value of Federal Grants 














I< cr — a 
Medica! No. of Mainte- 
Type of Hos- No. of Beds Construe- nance 
Hospita pitals Beds Needed tion 3 Year Total 
General... 4,566 410,024 180,000 $315,000,000 $108,000,000 $423,000,000 
Tuberculosi 1,042 82,591 £0,000 75,000,000 30,000,000 105,000,000 
Mental... 552 531,445 130,000 162,500,000 39,000,000 + 201,700.0C0 
Total... 6,160 1,624,000 360,000 $552,500,000 $177,000,000 $729,500,C00 
500 health a LE SR aioe oa Banca tan cceeeceteaeasnes 750.000 
MUNI... . ss ccahenwebees ce oe Ae ommb piesa hee US wae be imebcn qumaqe $730,250,000 
Much has been said and written about free clinics, but this 
device is not a factor of any moment in medical care for the 
country as a whole; only 17 per cent of general hospitals operate 
outpatient «i: partments and nearly half the service is rendered 


in the five largest cities having over a million inhabitants. 

Tuberculosis and mental hospitals differ from general hospi- 
tals in that the preponderance of beds are supported by taxation. 
While existing facilities thus are available in large measure to 
all classes, the accommodations in most states are not sufficient 
for the population. Moreover, many plants are in need of 
modernizatio:) 

Even more than general hospitals, those of tuberculosis and 

mental classification have failed to develop services for ambu- 
latory patients. Another defect of hospitals, though less tangible 
than physical facilities, is the failure of hospitals in so many 
Places to become an integral part of the community program 
for medical service. 
In another section of the Committee’s report, recommendation 
Is made for the payment of public funds to defray the cost of 
hospital care of medically needy persons. This, in large measure, 
should promote the use of unoccupied beds in existing institu- 
tions and of the beds that are to be added through the proposed 
Construction program. 
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MEDICAL CARE FOR THE MEDICALLY 
NEEDY .« 


INTRODUCTION 


The formulation of a national health program implies accept- 
rt the principle that the maintenance of the health of its 
me isa responsibility of government. The conservation of 

onal health requires the provision of adequate facilities and 
ca mend to prevent disease, and, when sickness strikes, 

: its adequate treatment; but the lack of.a unified public 
‘y creates a barrier to the achievement of this objective. 
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Through its local and state health departments, government 
has assumed responsibility for the provision of preventive health 
services distributed on a community-wide basis. However, as 
previous reports of the Technical Committee on Medical Care 
indicate, wide variation exists throughout the country in the 
practical application of this policy. A more serious situation 
arises from the inertia of governmental bodies in the field of 
medical care of the needy sick. The majority of states have 
laid the legal framework providing for medical care of certain 
groups of public charges, but the practical results obtained 
under this essentially permissive legislation are meager because 
of lack of funds necessary to implement the program. Further- 
more, with the exception of a few states, no legal basis exists 
for the provision of medical services to the self-sustaining popu- 
lation above the relief level, whose financial status, precarious 
at best, is particularly threatened by the costs of sickness. 
Although there are some important exceptions, medical care 
remains, on the whole, “an economic commodity” which is pur- 
chased and paid for directly by the individual who needs it. 
The fact that this “economic commodity” is chiefly a pro- 
fessional service does not alter the basic fact. It therefore 
results that the ability of the individual to purchase medical 
care differs according to his economic status, and the individual 
with low income obtains the smallest amount of care. 


Part I. THe Existinc NeEep 
(1) THE MEDICALLY NEEDY POPULATION 


There are in the United States today probably 40 million 
persons—almost one third of our population—living in families 
with annual incomes of less than $800. Current studies on the 
cost of living indicate that this sum supports the average family 
of four persons only at an emergency level, and leaves a margin 
for the purchase of medical care at the risk of deprivation of 
food, clothing, shelter and other essentials equally necessary for 
the maintenance of minimum standards of health and decency. 
Included in this group, as of April 1938, is an estimated total 
of 11 million persons in families on work relief rolls, six million 
in families receiving general relief,.and three million wards of 
the government under the Social Security Act—almost one 
million dependent children with their mothers, about two million 
recipients of old age assistance, and 55,000 dependent blind 
persons. This group, comprising a total of over 20 million per- 
sons, is dependent on government for food and shelter, and 
similarly dependent on public funds or private philanthropy for 
medical care. In the emergency of sickness, some 20 million 
persons in the marginal income class above the relief level, 
otherwise self sustaining, become dependent on public aid for 
the provision of medical care. 


(2) THE CASE LOAD OF ILLNESS 


Some indication of the magnitude of the problem of meeting 
the medical needs of the sick poor may be obtained from a con- 
sideration of the case load of illness in this group of 40 million 
medically needy persons. It is estimated that approximately 
20 million cases of disabling illness will occur in this popu- 
lation during a year, of which a minimum of eight million cases 
will cause disability of at least a week’s duration. Under the 
conditions prevailing in 1935, about two million of the more 
seriously disabling illnesses will receive no medical care; and 
the six million medically attended cases of this category will 
include over two million patients in general hospitals. 

The variety of medical services required for the care of these 
cases is indicated by a consideration of the incidence of illness 
due to certain specific causes; only the more serious illnesses 
(disabling for a week or longer) are included in these estimates. 

Over one million cases of acute infectious diseases will occur 
in the child population ; these cases will require adequate medical 
care to reduce their frequently serious sequelae, needless loss 
of life and to prevent infection of the well. Approximately 
250,000 cases of pneumonia, incident in the total population 
during the year, will require skilled and intensive medical and 
nursing care. Surgical treatment will be required by a large 
proportion of some 425,000 cases of tonsillitis, and 190,000 cases 
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of appendicitis occurring in the group. Accidental injuries will 
account for the disability of about 700,000 cases, of which about 
250,000 will require hospital care. Approximately 175,000 per- 
sons in the group will be found with severely crippling ortho- 
pedic: conditions, and the majority of these persons will be 
totally disabled. 

The major chronic diseases of later life—cancer, rheumatism, 
diabetes, the cardiovascular and renal diseases—will account for 
some million cases of illness; and the high costs of these 
cases, owing to their long average duration and their special 
requirements for diagnosis and treatment, will tax severely the 
resources of low income families providing independently for 
their medical care. Among persons of any age, long-term 
invalidity creates needs for treatment and rehabilitation which 
must be met largely by public provision. The special problems 
presented by care of the tuberculous and mentally diseased have 
been called to the attention of the Conference in previous 
reports of the Technical Committee. These diseases also result 
in “high-cost” illnesses, which place a special burden orm-the 


poor. ‘. 
(3) THE UNEVEN DISTRIBUTION OF MEDICAL 


FACILITIES AND PERSONNEL 


Previous reports of the Technical Committee have indicated 
that the uneven distribution of hospitals, outpatient depart- 
ments, and medical and nursing personnel, constitutes a serious 
defect in our national resources for the maintenance of health. 
In many rural areas, in which the number of physicians and 
nurses is low, and hospital facilities are limited, rich and poor 
alike encounter difficulty in obtaining adequate medical care. 
At the next level of adequacy, represented by small cities 
remote from metropolitan areas, the poor suffer the effects of 
limited facilities to a greater degree than the rich. With 
increasing urbanization, the supply of medical facilities and per- 
sonnel becomes more abundant for rich and poor, and clinics, 
visiting nurse service, and tax-supported hospital care supple- 
ment the resources of low income families. The widespread 
attention given to the availability of these free medical services 
to the poor overlooks the fact that their benefits are largely 
restricted to the poor in the metropolitan areas, who comprise 
only part of the medically needy population. <A large pro- 
portion of medically needy persons is found in small cities and 
rural areas, in which limited hospital facilities, restricted tax 
support of hospitals, and insufficient medical and nursing per- 
sonnel create an additional obstacle to the receipt of adequate 
medical care. 

(4) SICKNESS AND ECONOMIC STATUS 


The restriction which inadequacy of income, coupled, in cer- 
tain areas, with inadequacy of medical facilities and personnel, 
places on the receipt of medical care by this low income group 
has serious implications, arising from the fact that its medical 
needs exceed those of families at higher economic levels. Death 
rates are an index of the end results of sickness. It is, there- 
fore, significant that the death rate is considerably higher for 
the poor than for the well-to-do. This is evident from general 
death rates examined by occupation, from infant mortality rates, 
from tuberculosis rates, and from mortality statistics for other 
important causes of death. 

Though death rates reveal the annual loss of human lives, 
they measure only a fraction of the toll which sickness exacts. 
Indeed, counting only severe disabling illnesses (i. e. those 
lasting for one week or longer), for each. death there are about 
sixteen illnesses that mean loss of work for the family bread- 
winner, inability of the housewife to go about her normal 
duties, or absence from school of the school child. 

The association of sickness with low income has been dem- 
onstrated by numerous surveys which have taken account of 
economic status. The most recent data bearing on this point 
were obtained in the National Health Survey made in 1935- 


1936. Records of disabling illness and the receipt of medical _ 


care in a twelve month period were obtained for about two 
and a quarter million persons, of whom some 429,000 persons 
were members of families which had received relief during the 
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survey year, and an additional group of 562,000 was in families 
in the marginal income class above the relief level. The can. 
vassed population was drawn from eighty-three cities and 
twenty-three rural areas in eighteen states, and the results thys 
indicate the experience of families meeting the limitations of 
low income under the varying environmental conditions of the 
Northeast, the South, the Central region, the Far West~of 
the large and small city, and the rural area. 

The results of the survey indicated that in large and small 
cities in all regions of the country, and in the rural areas, the 
frequency and severity of illness was uniformly higher in relief 
and marginal income families than in any other income class, 
For all urban areas, the excess in the frequency rate of sick- 
ness in the relief population, in comparison with that of the 
highest income class, was 62 per cent; for the marginal income 
class above the relief level, the excess was 23 per cent. In the 
relief population, the annual days of disability per capita 
amounted to sixteen days, in the marginal income class to 
twelve days; among persons in the highest income class, the 
rate was only seven days per capita. 

Among children in relief families, the annual days of dis- 
ability per capita was 17 per cent higher than the average for 
children among families in comfortable economic circumstances, 
The average aged person in families of the highest income 
class was disabled by illness for three and a half weeks in the 
survey year; among the aged in relief families, the rate was 
slightly over eight weeks. One in every twenty family heads 
in the relief population was unable to work because of chronic 
disability, as contrasted with only one in 250 heads of families 
with incomes of $3,000 and over. 

Among all surveyed relief families, the tuberculosis case rate 
was more than six times as high as that of families above the 
$3,000 income level; among Southern relief families, the rate 
was ten times as high as in families of the upper income group. 
Illness due to the major chronic diseases of later life—cancer, 
rheumatism, diabetes, the cardiovascular and renal diseases— 
was over one and one-half times as frequent among relief 
families as among those in comfortable circumstances. 

The illustrations of the association between sickness and 
poverty derived from the National Health Survey have special 
weight because of the size and representative nature of the 
population canvassed, but the results are by no means isolated 
or peculiar to conditions prevailing in 1935. A similar con- 
clusion was forecast by the results of earlier investigations of 
more limited groups of the population. The combined evidence 
of numerous studies of sickness and death rates among various 
economic classes of the population indicates that sickness occurs 
more often and with greater severity among the poor than 
among those in moderate or comfortable economic circumstances. 


(5) MEDICAL CARE AND INCOME 


While sickness among the poor is more frequent in occuf- 
rence, and of greater severity, than among families in the upper 
economic groups, numerous surveys indicate that, notwithstand- 
ing their greater need, the poor obtain less medical care than 
the well-to-do. For example, a study made in the last pros 
perous years before the depression set in showed that well-to-do 
sick persons received nearly three times as many services from 
physicians, six times as many in each hundred received dé 
care, two and one-half times as many had health examinations 
as did self-sustaining families with incomes under $1,200 a year 
The proportion who went through a year of life without pro 
fessional care was more than three times as high among ™® 
poorest as among the wealthiest families—despite services 
nished to those in the lower income class without charge. 
amount of general hospital care (per capita) received by 
income families in this survey was approximately the same 
that received by families in the highest income class. Surgical 
operations, however, were almost twice as frequent among pet 
sons in the well-to-do group as among the poor. 

The results of the National Health Survey contribute addi- 
tional evidence on the inadequacy of medical services 
by the medically needy in 1935: 
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Hospital care in the large cities, in terms of the proportion of illnesses 
hospitalized, was approximately the same in amount among rich and poor, 
a fact explained by the relatively large supply of hospital beds supported 
by public funds in the metropolitan areas. In the smaller cities in which 
hospital facilities are less adequate, the rich maintained the proportion of 
hospitalized illnesses at the level of the metropolitan centers, but among 
relief and marginal income families, the proportion declined progressively 
with city size. 

Medical care in the home, clinic or physician’s office however is the type 
of service adaptable to the requirements of the majority of illnesses. 
Among relief and marginal income families, both the proportion of illnesses 
receiving such care, and the average number of consultations per case, 
were consistently lower than among families in comfortable circumstances 
in all parts of the country. Although the proportion of hospitalized ill- 
nesses among these low income families in the small cities was markedly 


lower than in the metropolitan areas, no compensating increase was 
observed in the proportion of cases receiving extra hospital medical care. 

Clinic supervision provides adequate medical care for certain ambulatory 
cases. of illness, but the concentration of outpatient facilities in the large 
cities greatly restricts the benefits of these services. Clinic care was 
received by 15 per cent of the illnesses of the canvassed relief population 
in the metropolitan centers, but in the small cities under 25,000 population 
2 per cent, and in the rural areas only 0.2 per cent of illnesses in relief 
families received clinic care. While the proportion of illnesses in the relief 
and marginal income groups was approximately the same, 54 per cent of 
all cases recei\ing clinic care were in relief families and only 19 per cent 
in the marginal income group. 

Bedside nuvsing care by a private duty nurse was received by only a 
small proportion of illnesses in relief families—less than 1 per cent, com- 
pared with 7 per cent among families in comfortable circumstances. Bed- 
side nursing care provided by visiting nurses was relatively frequent in the 
relief group of the large cities, reaching 13 per cent of the cases; in cities 
of less than 110,000 population, the proportion was somewhat lower, the 
figure being 9 per cent. In the rural areas, only 3 per cent of the illnesses 
received visiti nursing care—approximately one fourth of the average 
for the large cities. As in the case of clinic care, a much larger propor- 
tion of visitiny nurse service was absorbed by the relief group than by 
the marginal income class. 

Dental care is notably inadequate among low income families. In one 
of the large cities canvassed in the National Health Survey, information 
was obtained on the receipt of dental care. In families of skilled, semi- 
skilled and unskilled workmen, the proportion of adults who had never 
received dental care was almost twice as high as in the families of white 
collar workers. In a recent survey of families in California cities, the 
Proportion of persons requiring but not receiving dental treatment was 
four times as high in families of the lowest income class as among the 
well-to-do, 


The effect of the inadequacy of medical care among the poor 
assumes greater significance when considered in relation to cer- 
tain groups of the population, or to particular diseases in which 
mortality is high or disability is severe. Among children under 
IS years of age the disparity in medical attendance of illness at 
Various income levels was found to be even greater than among 
adults, and, although apparent in all areas, was particularly 
marked in the South. In the small cities of the South, about 
one sixth of the deliveries to white women, and almost one 
half of the deliveries to Negro women in families with income 
under $1,000 took place without the attendance of a physician. 
The average case of illness attended by a physician among 
aged persons in families in comfortable circumstances received 
almost twice as much care, exclusive of hospital treatment, as 
the average case among aged persons on relief. 


Among Negro families in the relief and marginal income 
groups in the South, the average length of hospital stay per 
patient with tuberculosis was ninety-four days, compared with 
159 days for the average hospitalized case in white families of 
se in the South and 174 days for the Northeast. In the 
8e cities the proportion of cases of certain chronic diseases 
ancer, theumatism, diabetes, the cardiovascular-renal diseases 
Ps hospital care was approximately the same among 
waa “x ati being somewhat higher for relief families, how- 
ena Peg marginal income class. In the small cities, 
tel . “ast, the inadequacy of hospital facilities resulted 
hospitalized Serre in the proportion of these chronic cases 
cetdieinn mn ow income families, but families in comfortable 

ances maintained about the same’ proportion as in the 

TRE Cities, 
ee em be emphasized that measurement of the 
iortion ps ical services received by the poor suffers no 
in diddacerts comparison with the services received by those 

€ economic circumstances, since the well-to-do 





themselves on the average do not obtain care which is adequate 
in comparison with professional standards. Thus, in a recent 
study it was found that families in the class with annual income 
between $5,000 and $10,000 received only two thirds as many 
services from physicians, only three fifths as many days of 
general hospital care, and less than one half as much dental 
care as professional opinion considered necessary on the basis 
of their expected illness rates. 

The findings of the National Health Survey and of earlier 
representative studies therefore provide quantitative support for 
the generally recognized fact that the receipt of medical care 
depends largely on income, and that people of small means, or 
none at all, though having the greatest need for care, receive, 
on the whole, the least service. 


(6) PRESENT FINANCIAL BASIS OF PUBLIC MEDICAL CARE 

The group of some 20 million persons without income, 
dependent on public support for general living, is similarly 
dependent on public funds, or philanthropy, to meet its costs 
of medical care in sickness. To what extent, then, does govern- 
ment contribute to the support of medical services for this 
group? In 1935, expenditures from governmental funds for 
health and medical services amounted to about one sixth of the 
total medical bill in that year, or approximately $520,000,000. 
Of this amount, approximately $72,000,000 was used for hos- 
pital care of patients in federal institutions. About $157,000,000 
was absorbed by hospital care of the tuberculous and the men- 
tally diseased. Expenditures for general hospital care (includ- 
ing special hospitals, except tuberculosis and mental hospitals) 
amounted to about $105,000,000, representing an expenditure of 
approximately $75,000,000 for care given in governmental hos- 
pitals and $30,000,000 for care of medically needy persons in 
nongovernmental hospitals. The national hospital and public 
welfare associations have recently agreed upon policies whereby 
the use of public funds for care of the medically needy in non- 
governmental hospitals will be made most effective. 

Included in the total of $520,000,000 is approximately $130,- 
000,000 used for the support of the public health services pro- 
vided by local and state health departments. The exact amount 
of governmental expenditures for medical care of the sick poor, 
exclusive of hospital care, is not known, but is estimated to be 
about $25,000,000. 

Excluding governmental support of hospital care in federal 
institutions, and hospital care of the tuberculous and mentally 
diseased, total expenditures for tax-supported medical care 
amount to some $130,000,000 annually. This sum, however, is 
drawn upon to support care not only of the medically needy 
population as here defined, but of other persons with income 
somewhat above the marginal level. There is, furthermore, 
uneven distribution of these governmental funds, some states 
and communities, in particular, the large cities, spending very 
much more than others in proportion to their total, or medically 
needy, population. 

The inadequacy of this expenditure for tax-supported medical 
care—roughly $130,000,000 annually—is emphasized by its com- 
parison with the estimated cost of supplying essential medical 
services at an emergency level to the medically needy, which 
would amount to about $400,000,000 annually. This sum would 
provide only a minimum amount of medical care; a volume of 
medical service consistent with professional standards of ade- 
quacy secured by individual purchase on a standard fee basis 
would entail costs of approximately five times this amount. 

It is apparent, therefore, that the handicap of insufficient 
funds severely limits the ability of public welfare agencies to 
meet the medical needs of the public assistance group. The 
effective distribution of public medical care is further impeded 
by lack of established procedures in its administration.. Welfare 
officials have become increasingly concerned by the problems 
arising in connection with the provision of adequate medical 
care to the sick poor. A recent report of the American Public 
Welfare Association presents the results of an analysis of these 
problems based on the experience of welfare officials throughout 


the country. The report indicates that the present adminis- 


tration of public medical care is characterized by division, over- 
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lapping and duplication of authority, lack of a satisfactory 
policy for the determination of eligibility for care, and insuff- 
ciency and low standards of medical service. 

For medical care of the group of some 20 million persons in 
self-sustaining families above the relielf level, the present policy 
of public welfare agencies is casual and uneven. Expenditures 
for even minimum medical services constitute a serious burden 
for these families living at the emergency level, and a high-cost 
illness necessitates adjustments in the budget which endanger 
standards of health. If serious sickness strikes the breadwinner, 
the costs of medical care, combined with the loss of wages 
resulting from a protracted period of disability, frequently places 
the family in the dependent class. 


Part II. THe ComMittTeEe’s RECOMMENDATIONS 


The foregoing evidence points clearly to the need for further 
public financing of medical care for the group of medically needy 
persons who are unable from their own resources to pay the 
costs of care on any basis. In many communities and some 
whole states, local fiscal capacity is insufficient to support 
adequate public medical care without the aid of federal funds. 
The charity of private physicians and the resources of voluntary 
institutions are inadequate to meet the demands of this group 
for medical care. The Technical Committee therefore believes 
that some plan of financial cooperation between the state and 
federal governments is necessary to secure adequate medical 
care of the medically needy population, and submits the following 
recommendation : 


RECOMMENDATION III: FEDERAL GRANTS-IN-AID TO THE STATES 
TOWARD THE COSTS OF A MEDICAL CARE PROGRAM 
FOR RECIPIENTS OF PUBLIC ASSISTANCE AND 
OTHER MEDICALLY NEEDY PERSONS 


It is proposed that the federal government, through grants- 
in-aid to the states, implement the provision of public medical 
care to two broad groups of the population: (1) to those for 
whom the state and federal governments, jointly or singly, have 
already accepted some responsibility through the public assistance 
provisions of the Social Security Act, through the work relief 
program or through provision of general relief; (2) to those 
who, though able to obtain food, shelter and clothing from their 
own resources, are unable to procure necessary medical care. 

The program would be developed around and would be based 
on the existing preventive health services. It would be in 
addition to the programs and costs involved in recommendations 
I and II but would need to be closely related with the services 
provided under those recommendations. The program contem- 
plated in the present recommendation would provide medical 
services on the basis of minimum essential needs. It would 
include medical and surgical care, with necessary diagnostic 
services, medicine and appliances; hospitalization, exclusive of 
the period of maternity, and of care of the tuberculous and 
mentally diseased; bedside nursing care, and emergency dental 
care. 

The use of nongovernmental hospital beds for medically needy 
persons paid for on a proper basis by public funds is presumed 
as a part of this program wherever local conditions render this 
policy necessary or expedient. It is taken for granted that the 
medical and allied professions and institutions will participate 
in the administration of this program as has been the case in 
many states and communities. . 


(1) SIZE OF THE POPULATION TO BE SERVED 


In the previous discussion, the medically needy population 
has been estimated to include some 40 million persons. At the 
present time this figure includes only the public assistance group, 
and persons in families with annual incomes under $800, provid- 
ing a standard of living at the emergency level, on the basis of 
recent studies of costs of living. While the adoption of an 
annual income of $800 or less as a basis for determining the 
estimated number of the medically needy is somewhat arbitrary, 
the size of the population to be served has been estimated on 
this basis, and the costs of the recommended program determined 
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with reference to a total of 40 million persons. For future 
planning, it would be desirable to extend the definition of the 
medically needy to include families up to the $1,000 level. Local 
estimates of the medically needy population will necessarily 
take into account regional variation in costs of living. 


(2) COSTS OF THE RECOMMENDED PROGRAM 


The annual minimum cost of such essential medical services, 
hospitalization as specified, and emergency dentistry has been 
estimated at $10 per person in the population served. Applied 
to the 40 million persons, including recipients of public assistance 
and other medically needy persons, the total annual cost would 
be $400,000,000. Of this amount, the proposed federal contriby- 
tion might amount on the average to 50 per cent, or $200,000,000, 
to be matched on the average by an equal contribution from 
the states. Total expenditures, including federal, state and local 
contributions, might amount, in the first year, to $50,000,000, in 
the fifth year to $150,000,000. While it is estimated that the 
maximum annual expenditure would not be attained before the 
tenth year, a more rapid rate of development would bring 
the program to maturity at an earlier date. 

It must be emphasized that the estimate of $10 per person per 
year for the cost of providing medical care to the medically 
needy is based on a consideration of minimum medical needs. 
Adequate care, exclusive of dentistry, might cost more than 
twice this amount. Although a minimum estimate, the recom- 
mended figure probably exceeds the per capita expenditure for 
public medical care made by any state at the present time, and 
is several times higher than the present average ex) cnditure for 
this group in the country. It must be recalled aiso that this 
amount is supplemental to the preventive services already sup- 
plied by organized health agencies, and that it will be augmented 
by the provisions of recommendation I-A for expanded public 
health services including control of tuberculosis, mental disease, 
cancer, venereal disease, pneumonia, malaria and the industrial 
hygiene program, and by the provisions of recommendation I-B 
for expansion of maternal and child health services, if this 
recommendation be adopted. 

It should be noted thaf this program is exclusive of the 
provisions for maternity care presented in recommendation I-B, 
but includes its provisions for medical care of children. If the 
present recommendation be adopted, it would therefore cover 
the costs of the special program for children presented in recom- 
mendation I-B. 


(3) METHOD OF ALLOCATING GRANTS" 


Since fiscal capacity, and the availability of medical facilities 
and personnel vary from region to region, it is proposed that 
the $200,000,000 federal contribution be allocated to the states 
on a basis which takes account of two factors: (1) the number 
of the population in each state which is dependent or otherwise 
medically needy; (2) the financial status and resources of the 
state. It is assumed that the states themselves will take into 
account the wide variation in needs and resources among different 
areas within their own boundaries. Primary administrative and 
operative responsibilities would rest with the state governments. 
Eligibility for federal grants-in-aid would depend on the meeting 
of certain minimum conditions regarding the service to be fer 
dered to dependent and other medically needy persons and on 
provision of funds by the states for their share of the costs. 


SUMMARY 


In the United States today there are probably 40 million 
persons in families with income supporting only an 
standard of living. Some 20 million persons in this group aut 
in families without private income, dependent on public . 
for food and shelter, and likewise dependent on public aid 4 
philanthrophy for medical care in sickness. For the ihe 
group of 20 million persons in self-sustaining families 
marginal income class, individual income is insufficient to a 
the costs of sickness without serious curtailment of ang 
for food, shelter and other essentials equally necessary A 
maintenance of minimum standards of health and decemcy: 
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large proportion of the needy population lives in small cities 
and rural areas in which limited hospital facilities and medical 
and nursing personnel create an additional obstacle to the receipt 
of adequate medical care. 

While the death rate is higher and sickness more frequent 
and severe among the poor than among those in~ comfortable 
circumstances, the evidence of numerous studies indicates that 
the poor, on the whole, receive-less medical care than the 
well-to-do. The present system of public medical care offers 
no satisfactory solution for the problem of providing adequate 
care to the medically needy. Its restricted legal basis permits 
care chiefly to general relief clients, providing unevenly for 
other recipients of public assistance, and recognizing only to 
a limited dezree the needs of otherwise self-supporting persons 
whose private income is insufficient to meet the costs of medical 
care. The practical operation of the system is further impeded 
by lack of iunds, overlapping of authority, and insufficiency and 
poor standards of medical service. The Technical Committee 
therefore believes that the medical needs of this large group of 
the populatin can be met only by a program of federal-state 
cooperation providing the additional public funds necessary to 
support min mum medical services. 

The succes. of the program will depend on the full cooperation 
of physician. and others involved in giving medical services, 
of public an. private hospitals and clinics, of health departments 


and welfare «gencies. No one plan will meet the diverse needs 
of the states. and considerable latitude must be allowed in the 
details of sate and local programs. But the problems of 
executing the program must not be permitted to obscure the need 
for federal aid in securing to these needy citizens their rights 
to health. 
REPORT 
of the 
TECHNIC \L COMMITTEE ON MEDICAL CARE 
to the 
NATIONAL HEALTH CONFERENCE 
SESSION V 


Tuesday Evening, July 19—8 p. m. 
Arthur J. Altmeyer—Chairman 
A. A General Program of Medical Care 
B. Insurance against Loss of Wages during Sickness 
—Presented by I. S. Falk 
Social Security Board 


Discussion 


A. A GENERAL PROGRAM OF MEDICAL 
CARE 


INTRODUCTION 


The Technical Committee on Medical Care has called atten- 
tton to the notable advances made in recent years in the pre- 
Vention and cure of disease. The Committee has also called 
attention to the fact that there are serious inadequacies in the 
health services of the nation. In the report transmitted by the 
Interdepartmental Committee to the President in February, the 
xisting deficiencies were summarized in four broad categories. 
Of these, the Conference has already considered three: 


(1) Expansion of public health, and maternal and child health services; 


a Expansion of hospital, clinic, and other institutional facilities; and 
naa ne for the medical services of needy and of medically needy 


sin May now be directed to the fourth major problem: 
a financial burdens and the economic insecurity which sick- 
SS creates for self-supporting persons. 


Part J, SICKNESS BurRDENS oF SELF-SUPPORTING 
PERSONS 
rd outlining a national health program, the Committee 
the . 


tst emphasis on prevention of disease. Recognizing 
MPortance of private medical practice, of hospitals, clinics, 


sanatoriums, health departments, and other institutions and 
agencies for the provision of modern medical service, the Com- 
mittee has recommended a program to meet existing deficiencies. 

Preventive services and hospital facilities are necessary, but 
of themselves they are not sufficient. A large proportion of 
illness is not yet preventable. Only a fraction of all illnesses 
requires hospitalization—though many more cases require or 
can profit from organized clinic service. But regardless of the 
number, distribution, technical proficiency and quality of ser- 
vices available from hospitals, clinics, dispensaries, sanatoriums, 
physicians, dentists and nurses, these services are of no direct 
benefit to persons who do not use them. Society must not 
only have an armament against disease but must also see that 
it is effectively utilized. Between the individuals or institutions 
equipped to serve the sick and the millions of people in need 
of their services stand barriers, the most important of which 
is an economic wall which both groups are anxious to scale. 

The costs of medical care—including in this phrase the costs 
of services furnished by physicians, dentists, nurses, hospitals 
and laboratories—must be brought within the means of the 
public. Furthermore, insecurity and dependency created by 
loss of earnings during periods of disability must be reduced as 
far as available means permit. If a national health program 
is to bring health security to the population, it must include 
provision against the burdens created by medical costs and by 
loss of earnings during periods of disability. 


(1) TOTAL COSTS AND PRIVATE EXPENDITURES 


The purchase of medical services is still mainly a matter of 
private and individual action. Though government’ (federal, 
state and local) spends considerable sums, and though organized 
groups pay an important part of the nation’s bill for sickness, 
the individual patient still carries the principal share of the 
costs through private payments. 

In 1929, the total expenditures in the United States for all 
kinds of health and sickness services were about $3,700,000,000, 
of which patients paid 79 per cent and government 14 per cent. 
Philanthropy and industry accounted for the remaining 7 per 
cent. In 1936 the total expenditure had declined to $3,200,000,000, 
of which patients paid 80 per cent and government 16 per cent. 
In 1937 and in the current year, government expenditures have 
probably further increased, offsetting reductions in expenditures 
by philanthropy and industry; but private and individual 
expenditures still remain approximately 80 per cent of the total. 


(2) INCOME AND HEALTH NEEDS 


If medical services are to be effective, they must be geared 
to need. The need for community-wide preventive services is 
substantially uniform among all classes of people; but the need 
for individual services is not. 

The association of sickness with low income has been demon- 
strated by numerous surveys which have taken account of 
economic status. By way of illustration, we may cite a survey 
among representative white families in many communities of 
the United States during the years 1928-1931. It was found 
that in families with annual incomes of $3,000 and more, there 
were 3.8 days of disability a year for each person; in families 
with incomes under $1,200 a year, there were 8.9 days of dis- 
ability a year per person.? 

A comprehensive review of the statistics on sickness and 
poverty would try your patience. Every substantial sickness 
survey, whether in urban or in rural communities, whether made 
by government, by philanthropy or by business concerns, serves 
only to furnish additional proofs that sickness and disability are 
more prevalent among people of small means than those who are 
in better economic circumstances. This is the basis for the 
conclusion that the poor and those in low income classes need 
more medical care than the well-to-do or the wealthy. 





1. The Incidence of Illness and the Receipt and Costs of Medical Care 
Among Representative Family Groups, by I. S. Falk, M. C. Klem and N. 
Sinai (Chicago, 1933). Also: The State of the Nation’s Health, by G. 
St.J. Perrott, Ann. Amer. Acad. Pol. and Social Sci., (Nov. 1936), p. 141. 
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(3) INCOME AND RECEIPT OF CARE 


The higher sickness rates that prevail among people with 
small incomes might lead one to assume that they would receive 
more medical services than those in better circumstances. But 
the contrary is the fact. Either those in the lower income 
classes get too little care or those in the upper income classes 
get too much. A study of this point showed that the well-to-do 
were not, in general, receiving too much service as judged by 
professional standards.*. The only alternative conclusion pos- 
sible is: The poor receive too little. 

Studies of this kind do not show merely a special contrast 
between the poor at one extreme and the wealthy at the other. 
On the contrary, they show a more or less regular gradation 
from the lowest to the highest income groups. The large 
majority of the population which falls between the income 
extremes shows the same phenomenon; they receive medical 
care not according to their need but according to their income 
level. For an overwhelming majority of the entire population 
and for an even larger proportion of self-supporting persons, 
medical care must be purchased privately, and the frequency of 
purchase depends largely upon the purchase price. 

(4) UNEVEN BURDEN OF MEDICAL COSTS 

Why do self-sustaining people with low incomes receive 
inadequate care? The first basic reason is found in the irregu- 
lar and unpredictable occurrence of illness and of sickness costs. 

Families spend, on the average, 4 to 5 per cent of income for 
medical care, the proportion being fairly constant up to an 
annual family income of $5,000, beyond which it tends to 
decline slightly. These average figures do not, however, give 
a realistic picture of the burden created by medical costs. The 
need for medical care by a family is uneven and unpredictable. 
In one year, little medical service or none may be required; in 
another year, the family may suffer one or more severe illnesses 
among its members and may require medical service costing 
large amounts. No particular family knows any month or any 
year whether it will be among the fortunate or among the 
unfortunate. When serious illness comes, it may bring large 
costs and may descend with catastrophic force on the current 
budget, on savings, on freedom from debt, or the economic 
independence of the family. Every substantial study of medical 
costs shows that they are burdensome more because of their 
uncertainty and variability than because of their average amount. 
And this is equally true for the urban family of the industrial 
wage earner and for the rural family of the farmer or farm 
laborer. 

Nor do the statistics of actual family expenditures tell the 
whole story. Knowing in advance that they cannot pay large 
medical bills, many families ask for “free” care, and many go 
without medical attention. Nor is it difficult to picture the 
distress of those families which incur large bills and undertake 
to pay them. In one case or another, the savings of a lifetime 
may be wiped out, the hopes and dreams for a home or farm 
thwarted, educational opportunities sacrificed, the family 
deprived of those things which make life pleasant and living 
worth while. Nor do the statistics leave any doubt why physi- 
cians and hospitals have difficulty in collecting their bills. Is 
all this necessary or inevitable? Is there no remedy? Is our 
system of providing, buying, or paying for medical care the 
best that can be devised to meet our present needs? 

The burden of sickness costs is mitigated in some measure by 
the arrangements whereby fees are adjusted to ability to pay. 
But the sliding scale operates only in limited ways and is open 
to very serious abuses. Though free and part-pay services and 
facilities have been extensively developed, especially in the large 
cities, though physicans give generously of their services, and 
though governments have greatly increased tax support for 
services furnished to the poor, the fact remains that large 
costs still fall on small purses. 


(5) MEDICAL NEED AND ABILITY TO PAY FOR ADEQUATE CARE 


The uneven burden of medical costs is the first cause of 
inadequate care; there is a second cause of great importance. A 
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considerable proportion of the population is too poor to be 
able to pay, through their own resources, the full cost of ade- 
quate care. The increasing cost of good care, the more extensive 
public demand for it, and the strengthened determination of 
society to conserve the health of the people join in the creation 
of a new class of persons. These are people who may be self 
supporting and independent for all their other basic needs but 
who are unable to afford the costs of necessary medical care. 

The problem created by the irregular incidence of illness and 
of medical costs cannot be solved by an increase in average 
family income. If the national productivity were in some way 
doubled and every one’s income were correspondingly increased, 
the medical care problem of self-supporting people with doubled 
income would be alleviated somewhat, but would be far from 
eradicated. 

Recent studies* provide a basis for estimating the cost of 
adequate medical care as defined by competent professional 
judgment. Jf purchased on an individual basis for minimum 
fees, such care (exclusive of the costs of community services, 
dentistry, medicines, or appliances) would cost, on the average, 
about $76 per person a year or about $310 for a family of 
average size. Obviously, such expenditures for medical care 
would be possible for the great majority of all families only 
with extraordinary adjustments in the distribution of income, 
in budgets and in standards of living. 

Alternatively, the cost of adequate care may be estimated 
crudely on the assumption that care ts purchased by groups 
rather than by individuals. From the experience of various 
organized medical service and insurance plans, about $17.50 per 
person a year appears to be a reasonable minimum estimate of 
the cost of furnishing adequate care, exclusive of dentistry. 
Adequate dental care would cost at least an additional $7.50 per 
person a year. This gives $25 per person or $100 for a family 
of four as an estimated minimum cost of adequate care pur- 
chased collectively by groups rather than by individuals. 
Expenditures of this amount would mean approximately 
doubling the average sum spent by families at the $1,000 income 
level, adding one third for families with $1,500 a year and one 
fifth for families with $2,000 a year. Families with $2,000a 
year or less represent, in different years, about 60-80 per cent 
of all the families of the nation. Self-sustaining families with 
less than $1,000 a year and those whose incomes must be 
supplemented would have to be aided even more. Families with 
incomes of $3,000 and more spend more than $100 a year for 
medical care. - 

The conclusion is inescapable that considerable proportions of 
the nation’s families are too poor to afford the cost of adequate 
medical care from their own resources. If they are to receive 
such care, some part of the cost must be borne by the more 
prosperous. This is not a new principle; it has long been 
practiced in the payment for medical care, and the medical pro- 
fession has always insisted that people should pay for medical 
care in proportion to ability to pay. 

Sickness has become a hazard like death or unemploymett 
in that it entails losses which may be greater than the indi- 
vidual can meet unaided from his own resources. The need for 
food, shelter and clothing can be budgeted by the individual 
family; sickness costs can be budgeted only by a large group. 
If medical care is to be made available to all families with 
small or modest incomes at costs they can afford, the costs must 
be spread among groups of people and over periods of a 
Some arrangement must be worked out whereby individuals 
will make regular periodic contributions into a common 
out of which the costs of medical care will be defrayed i 
those who are sick. Thus, in each year the majority 
require little or no medical care will help pay the bills 
minority who happen to need much medical care. One yeah 
some will be the fortunate ones, will have small sickness 
and another year they may be among the unfortunate and 8° 


need the help of others. _ — 





2. Falk, Klem, and Sinai,? pp. 118-140; The Fundamentals of Good 
Medical Care, by R. I. Lee, L. W. Jones and B. Jones, (Chicago, 1933). 


MEE ee 
3. Lee, Jones, and Jones.2? The Costs of Adequate Medical Care 


S. Bradbury, (Chicago, 1937). 
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(6) INCOMES OF PRACTITIONERS AND INSTITUTIONS 


The inadequate incomes earned by many professional practi- 
tioners deserve careful consideration. The uneven burden of 
medical costs on individuals and families has its counterpart 
in the uneven distribution of income among the physicians, 
dentists and nurses who minister to them. Even in the pros- 
perous year 1929, for every physician who earned more than 
$10,000 as an annual net income from his professional practice 
there were two who earned less than $2,500. For every dentist 
who earned more than $10,000 there were four who earned less 
than $2,500. This was the unhappy state of affairs in a peak 
year of prosperity. Since then, the economic status of doctors, 
dentists and nurses has been much worse. 

Inadequacies in the receipt of medical care are reflected in 
inadequacies in the incomes of practitioners and _ hospitals. 
While doctors are only partly occupied, while nurses suffer 
from substantial unemployment, and while hospital beds stand 
empty, millions of persons in need of service do not receive it. 

It is significant to record the fact that every sound arrange- 
ment to reduce the burdens created by variable sickness costs 
for the public operates to stabilize and increase the incomes of 
those who furnish the services. 


INADEQUACY OF VOLUNTARY INSURANCE 


A brief reference may be made to the long and complex 
history of voluntary efforts to solve the problem of sickness 
costs which are unequal, unpredictable and unbudgetable for 


individuals or families. The group payment of sickness costs 
is not a new concept but an old and well established practice. 
Organized charity, the sliding scale of medical fees, commer- 
cial insurance, and other devices have long been practiced to 


reduce the burdens of sickness costs and to distribute these 
costs among groups of people. They have not been and they 
are not adequate to deal with the problem. 

Group payment through nonprofit insurance has become a 
more important practice. Most commonly the group has been 
made up of employees of a single industry, banded in a “mutual 
benefit” or similar association. Usually, the employer and the 
insured persons share the costs. Some of these plans provide 
only medical benefits, many provide only cash benefits, and a 
few provide both. 

Group payment has recently received a strong impetus through 
the development of nonprofit community associations for insur- 
ance against hospital costs (“group hospitalization”). In a 
number of communities, group hospitalization authorities are 
studying the possibility of expanding the program to include 
Be hospital bills but physicians’ fees and other costs as 
well, 

These and other efforts to solve the problems of sickness 
costs deserve high commendation. The proof of their value, 
however, is not their good intentions but their actual accom- 
plishments in achieving coverage. Voluntary sickness insurance 
without subsidy or other encouragement through official action 
may be important as a method of experimentation with the 
technical and social problems of group payment, but it has 
Pe shown the possibility of reaching more than a small 
Prag * those who need its protection. _ After decades of 
damn m two million persons in the United States receive 
wa a" or even substantial medical care through velun- 
wo oe arrangements, and one and a half million per- 
‘aaa them the same persons) are members of so-called 
Ps ol cope hospital insurance associations. ‘In the 
wie Sa ich are vital and urgent for at least 100 million 

neh e United States, the Technical Committee on 
cians € cannot find the answer to the nation’s problem 

Y msurance efforts. 


Part Il. THe CoMMITTEE’S RECOMMENDATION 


cme ics Committee on Medical Care has reached the 
thing at government must assume larger responsibilities 

salle carried in the past if it-is to help self-supporting 
meet the problems of medical costs. 
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A program to provide a rational basis for the financing of 
medical costs cannot start in a vacuum; it must take account 
of existing customs, facilities and practices. Wide variations in 
existing personnel, institutions and economic conditions require 
that a national program must be flexible and must be adapt- 
able to diverse social and economic conditions in different areas 
of the country. The program must aim at the eradication of 
socially undesirable differences, but it must recognize that this 
can be effected only over a period of years. Such considera- 
tions lead the Committee to the conclusion that effective oper- 
ating programs should preferably be designed and administered 
on a state-wide basis. On this basis, the role of the federal 
government should be principally to give financial and technical 
aid to the states in their development of sound programs. 
Accordingly, the Technical Committee on Medical Care sub- 
mits as its fourth recommendation: 


RECOMMENDATION IV: FEDERAL GRANTS-IN-AID TO THE 
STATES TOWARD THE COSTS OF A MORE GEN- 
ERAL MEDICAL CARE PROGRAM 


The implications of this recommendation may first be exam- 
ined in respect to programs which may be developed at the 
state level. If effective medical services are to become a reality, 
people of small means must be able to obtain these services 
without facing the costs at the time the services are needed. 
The costs can be distributed among groups of people and over 
periods of time through the use of taxation, or through insur- 
ance, or through a combination of the two. 


(1) EXPANSION OF PUBLIC MEDICAL SERVICES IN THE STATES 


It has been pointed out above that tax-supported public med- 
ical services already involve annual expenditures of about 
$500,000,000 to $600,000,000. The use of tax funds to pay for 
medical services is, of course, a very old method of distributing 
the costs. The principle of distribution is, however, applied in 
an extreme fashion, because, in general, public medical services 
are available to needy and, more recently, to medically needy 
persons and not to other taxpayers who provide the funds. 
A more general program, which would meet the needs of a 
larger proportion of the population to whom medical costs are 
burdensome, could be developed through expansion of existing 
public medical services, provided such services were made more 
generally available to the population. 

Existing public medical services are, broadly considered, of 
two kinds: (1) general services for the needy and (2) limited 
classes or categories of service for special groups in the popu- 
lation. The scope of services for the needy is well known, and 
the deficiencies are widely recognized. The categorical services 
are usually highly specialized; they include services which state 
and local governments have developed for persons afflicted 
with diseases infused with an element of public danger (ce. g. 
the acute communicable diseases) or with diseases which, being 
long continued or chronic, or involving highly specialized care, 
create costs which are beyond the ability of individual families 
to meet (e¢. g. cancer, infantile paralysis), or which, for lack of 
care, precipitate dependency and large social burdens (e. g. 
tuberculosis, mental diseases). 

The expansion of public medical services can be effected—as 
some think they should—through this categorical approach. On 
this basis, government would make particular kinds of services 
available to the public, some only to the needy, some to the 
medically needy, and some to wholly self-supporting persons 
or to the entire community. Some of the possibilities in these 
directions have already been discussed at this Conference; only 
their expansion to all or most income groups is involved here. 

It is fitting to note two objections against the expansion of 
public medical services through this categorical approach. First, 
each limited development brings additional administrative and 
organizational complications because of the diversity of the sepa- 
rate services that are made available, and because of the gaps 
that remain between them and also between them and privately 
purchased services: In many-of our cities today, the complexity 
of these categorical services already defies the understanding of 
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even the expert, and much evidence shows the confusion in the 
public mind concerning what is and what is not available, who 
is and who is not eligible. Second, the limitation of particular 
services to particular groups in the population piles up further 
complexities because of the necessity of investigating the finan- 
cial status of the person who needs the care. People who are 
self sustaining for the other necessities of life have profound 
objections against a means test for medical services, whether 
this means test is administered by a government agency, by a 
social worker or by a private medical practitioner. 

If functional arrangements are to be simplified rather than be 
made more complex, if medical care is to become available 
without a means test for those who need service, if the public 
is to have ready access to these services, it seems essential to 
contemplate expansion of public medical services as a general 
program and not through a categorical approach. Such a 
program would produce a close similarity between public medical 
care and public education. 

Medical care in the United States now costs approximately 
three and a quarter billion dollars a year. Subtracting the 
amount already being spent by governments (federal, state 
and local), a general program of public medical care for the 
nation would require about two and three quarters billions a 
year. A limited program of public medical services could be 
designed to cost considerably less; the services could be of less 
than complete scope; or—despite obvious objections—they could 
be restricted to people in the lower income levels; or, as has 
been done in recommendation III previously discussed (medical 
care for needy and medically needy persons), they could be 
limited in both respects. In any case, a program of sufficient 
size and scope to come to real grips with the national needs 
must involve new tax expenditures involving between one and 
three billion dollars a year. These sums include the expendi- 
tures that would be involved in carrying out recommendation 
III, which calls for an outlay of about 400 million dollars. 
The possibilities in this direction deserve careful exploration, 
with special regard for the forms of taxation which may be 
feasible to raise the necessary funds. 

It should be emphasized that the new tax funds for public 
medical services would not represent a new kind of expendi- 
ture by the population; most of these sums are already being 
spent from private funds. The essential change would be to 
effect a wider distribution of medical costs by changing the 
method of payment. 


(2) DEVELOPMENT OF HEALTH INSURANCE BY THE STATES 


The raising of the funds required to finance a program of 
public medical services through general revenue taxation may 
be expected to present some difficulties. A general program of 
medical care can also be financed through insurance contri- 
butions. Health insurance designed to provide adequate care 
could be financed principally by direct, earmarked contributions. 
Like public medical care, health insurance is a method of 
budgeting expenditure so that each family carries a budgeted 
rather than, as at present, a variable and uncertain risk. As is 
shown by large experience, the insurance procedure is entirely 
compatible with freedom of all practitioners to participate in 
the plan, with free choice of physician by the patient, and with 
wide latitude left to physicians as to the method of their 
remuneration. 

Health insurance by itself is limited in its capacities to reach 
all who need its protection in much the same way as are other 
social insurance schemes. National coverage of all persons, or 
of all with earnings below a specified income level, may be 
difficult to effect; self-employed persons, domestic servants and 
farm laborers cannot be easily brought within the plan because 
of the anticipated difficulty of collecting regular contributions 
from them. However, experience with compulsory systems 
abroad, and with voluntary systems in the United States as 
well as in other countries, indicates that these difficulties are 
not insuperable, especially if insurance contributions are com- 
bined with general taxation or special assessments. 

A health insurance system might properly be limited to indi- 
viduals under a specified income level (e. g. $3,000 a year) or 
might cover all persons in specified employment groups through 
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contributions levied on income up to, say, $3,000 a year. Ip 
order that the establishment of an insurance system should 
not lead to one program for the purchase of medical care for 
insured gainfully employed persons and another for noninsured 
dependent groups, the system should make provision for the 
inclusion of persons without income through contributions op 
their behalf from public funds. Thus, tax payments would be 
used jointly with insurance contributions to support a unified 
scheme for self-supporting and needy persons. The insurance 
benefits of this system should be distinguished from insurance 
against wage loss which will be discussed separately. Under 
such a general system to meet medical costs, medical need might 
disappear if contributions were related to income. 

A comprehensive system of health insurance nationally deyel- 
oped would call for total funds equal to 4 or 4.5 per cent of 
income of the covered population. The major portion of these 
funds should be obtained from the direct contributions of insured 
persons, with assistance from employers and from government, 

The costs of health insurance do not represent new expendi- 
tures; inasmuch as the over-all cost is estimated to be sub- 
stantially what is already being spent by individuals, health 
insurance would be primarily a method of substituting average 
for variable costs. Only to the extent that part of the cost is 
placed on employers or is shifted to government and is not in 
turn shifted back to the insured persons is the impact of 
medical costs changed from its present pattern. 


(3) STATE CHOICE OF PROGRAM 


A choice between public medical service and health insurance 
involves many alternative considerations. Public medical ser- 
vice is potentially applicable to whole areas and to entire 
populations; it can be used wherever the taxing power of 
government reaches. Health insurance is somewhat more easily 
applicable to industrial than to agricultural areas, though this 
limitation is by no means an absolute one. 

The two procedures are not mutually exclusive alternatives. 
On the contrary, each may have substantial advantages for 
particular areas or for particular portions of the population 
to be served. Experience in many countries suggests health 
insurance for urban and industrial areas and public medical 
services for rural and agricultural areas. In countries where 
health insurance is widely practiced, it is always supplemented 
by public medical provisions, even in urban areas. For example, 
it is common to find hospital service largely financed through 
tax funds and serving nearly all the population. in countries 
with extensive systems of health insurance. The relative use- 
fulness of either method by any state would depend on the 
characteristics and the composition of the state. One state, more 
highly industrialized and urbanized than another, may find the 
insurance technic generally or extensively applicable. Another 
state, more generally agricultural and rural, may find the 
method of payment through taxation or special assessment more 
widely useful. The choice of method or combination of methods 
should, in the opinion of the Technical Committee on Medical 
Care, be made by the states rather than by the federal 
government. 

When making decision as to the program to be developed 
many states would need to give careful consideration to the 
unequal financial resources of areas within the state. The sam 
kind of public policy that is the basis for federal aid to the 
states dictates state aid for underprivileged areas within 
state. , 

Federal aid to assist the states in the development of sound 
programs should be equally available to the states for 
development of public medical services, health insurance, of # 
combination of the two. Recommendation IV should 

be understood to mean that federal grants-in-aid to the stalts 
should be available within reasonably wide limitations a ® 
the procedure, categories of services or of population groups 
which a state may decide to assist. Federal grants-in-aid 
be geared to approved classes of expenditures under 4 statt 
program rather than to the administrative or financial technic 
used by the state. 
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It is scarcely necessary to emphasize that the development of 
a sound state program for medical care need not wait, in states 
where financial resources are adequate, on the availability of 


federal aid. 
(4) AN ESTIMATE OF FEDERAL COSTS 

The cost to the federal government of a program developed 
ynder recommendation IV cannot be estimated closely until the 
essential features of the plan are determined. Furthermore, a 
complete program could be attained only after some years of 
development. Account must be taken of (a) The rate at which 
states would be prepared to develop programs, (b) their ability 
to cover the populations which should be protected by health 


insurance or by public medical services and (c) their ability to 
develop effective distribution of professional personnel, hospitals 
and other facilities in areas where these are now deficient. 


A rough estimate of the federal cost might be made only 
to indicate its order of magnitude. The over-all cost of 


services to be furnished through health insurance or analogous 
public medical services, or both, may be estimated to be about 
$2,600,000,0\\) a year, assuming a theoretical population coverage 
of 130,000,0) persons # and provision of such services as could, 
on the avereve, be furnished for $20 per person.5 This would 
be the eventual cost for complete, national coverage. If one 
tenth of the ‘otal might be made effective in the first year and 
the federal . are of the cost were assumed to be something 
betwen a mi: mum of one fifth and a maximum of one third of 


the total inv'ved in furnishing services, the federal cost at the 
outset might fall between $52,000,000 and $87,000,000 a year. 


The growth « the state systems would occur through expansion 
of the popula‘:.n covered and through increasing completeness in 
the variety © services furnished. If the grants-in-aid continue 
to be necessary, the annual federal cost would presumably 
increase ten old in perhaps ten years, reaching an eventual 
maximum fa!'ing between one fifth and one third of the two 
and six-tenth: billion dollars over-all cost. 

These estiinctes of federal cost include (and duplicate) several 
items arising out of preceding recommendations: they include 
considerable portions of recommendations JA and IB for the 
expansion of public health, maternal and child welfare services 
and all the cost involved in recommendation III dealing with 


grants-in-aid toward medical care for needy and medically needy 
persons. Recommendation IV proposes a more general program 
which embraces the more limited programs submitted in recom- 
mendations II and III. 

Development of public medical services and health insurance 
through federal aid such as is suggested might not be as rapid 
as may be desired. If this is a meritorious objection to the 
grants-in-aid plan, more rapid development can be effected 
throught a uniform payroll tax (with a tax-offset arrangement) 
as in unemployment compensation. 


B. INSURANCE AGAINST LOSS OF WAGES 
DURING SICKNESS 


Ris have already pointed out that sickness brings economic 
lurdens not only because medical services involve costs but also 
because disability of the wage earner leads to wage loss. Loss 


ot income in turn makes the purchase of medical services all 
the more difficult. 


Part I. Tue InciENCE oF DISABILITY 
(l) TOTAL AND AVERAGE INCIDENCE OF DISABILITY 


wan —. day of the year, there are probably at least five 
abled ite persons who are temporarily or permanently dis- 
p> y illness. These persons are unable to work, to attend 
A » Or to pursue their other customary activities, - 

idenaae _ workers, the rate of disability varies con- 
80 on * te ig on age, sex, economic level, occupation, and 
and ten es tgs and large there are probably between seven 
emgloved ys of disability per person a year among the gainfully 

yed, but the figures range from as little as three or four 


4, : N 
5 Including persons with and without income. 


takes cma excludes services already provided through tax funds, 


aanaie reasonable economies which can be made, and excludes 





wasteful, valueless, or even harmful expenditures. 
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days up to fifteen or more days a year per person for different 
groups in the population. These figures understate the inci- 
dence of disability because they do not fully take account of those 
who have fallen out of gainful employment by reason of long- 
continued disability. 

If all our gainful workers were employed and earning an 
average wage of $4 or $5 a day, a disability rate of nine 
working days a year would mean that disability wage loss would 
amount to $36 or $45 per person a year. A more conservative 
estimate may be based on the assumption that those who are 
gainfully employed suffer an average disability of about seven 
working days a year. For a period like the year 1929, the wage 
loss due to disability was nearly two billion dollars ; for a period 
like the present, when there is widespread unemployment, it 
would be at least one or one and a half billion dollars. These 
figures take no account of the larger losses to industry and to 
society generally. 


(2) UNEVEN INCIDENCE OF DISABILITY 

Stating the wage loss from disability in terms of averages or 
of total costs is significant but also somewhat misleading—just 
as average or total costs for medical care may be misleading. 
If each worker had the average annual disability and the average 
annual loss of earnings, we should not have a problem worthy 
of extended discussion. Unfortunately, a wage earner does not 
suffer average illness or average loss, except by chance. Dis- 
abling illnesses are not all of seven, eight or nine days’ duration. 
On the contrary, disabling illness ranges from less than a day 
to the entire year, and in some cases the disability is permanent. 
Whether an illness will be mild and nondisabling, or severe and 
disabling ; whether disability will last a day, a week, a month, 
a year, or the remainder of the individual’s lifetime depends on 
many factors which in general cannot be foreseen or predicted 
by or for the individual. Though we can forecast with sub- 
stantial accuracy what will happen in a large group of workers, 
the individual cannot know in advance: what will happen to him. 
This is the essential reason why the averages are misleading 
and why disabling sickness is a constant threat to the security 
of the individual and the family of small or modest means. 

The effects of temporary disability are in all important respects 
like the effects of temporary unemployment; each deprives the 
worker and his family of income for a shorter or longer period. 
The effects of chronic, long-continued, or permanent disability 
are like the effects of old age, except that unlike old age, dis- 
abling disease is not confined to the last and relatively nonpro- 
ductive periods of life. Disability affects persons at all ages. 
When the worker has dependents to support, its consequences 
are most severe. 


(3) AN ESTIMATE OF THE PERMANENTLY DISABLED 


Of the five or six million disabled persons on an average day 
of the year, perhaps one half, more or less, are suffering from 
temporary disabilities from which they will recover sooner or 
later. The other half are permanently and totally disabled from 
disease and other disabling conditions. Four fifths of these 
persons, or nearly 2,000,000, are in the ages under 65. Many 
of these persons have families and dependents ; in many instances, 
these disabled persons have been the sole support of their 
families. A rough estimate which takes account of the immediate 
families of these disabled persons suggests that between eight 
and ten million persons are probably quite directly affected by 
their permanent disablement and loss of earning capacity. 


Part II. THE ComMITTEE’Ss RECOMMENDATION 


Under the present social security program, workers are 
assured some continuance of partial income, in lieu of their 
regular wages, when they become unemployed and are able to 
work. Under the workmen’s compensation laws, most of them 
are protected against wage loss resulting from accident or injury 
arising out of employment. But generally they have no pro- 
tection against wage loss resulting from nonindustrial sickness 
or accident. A limited number of workers do have some such 
protection through voluntary insurance schemes, commercial or 
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nonprofit; but they are a small minority in the total. If the 
wage earner becomes unemployed for lack of a job, he is insured 
for some continuity of income between jobs (if he is in 
employment covered by unemployment compensation) ; but if he 
becomes unemployed because he is unable to work, he is thrown 
back upon such private and individual resources as he can 
command. Experience has shown the need for more substantial 
protection. 

The Technical Committee on Medical Care therefore submits 
as its fifth recommendation: 


ACTION TOWARD THE DEVELOP- 
DISABILITY COMPENSATION 
PROVISION FOR TEMPORARY 
DISABILITY 


RECOMMENDATION V: FEDERAL 
MENT OF PROGRAMS OF 

qa DIFFERENT INSURANCE 
AND PERMANENT 

There is good reason to believe that the insurance against 
disability can best be treated not by a single insurance system 
but by two systems closely coordinated. There is, first, the 
problem of the temporarily disabled worker—the worker who 
has an acute illness and for whom there is every reason to expect 
that, after a few weeks or a few months, he will recover and 
return to work. There is, second, the problem of the per- 
manently disabled worker—the worker who, by reason of 
crippling or chronic illness, will probably never again be able 
to enter gainful employment. The administrative problems to be 
met in paying benefits to the first worker are quite different 
from those which arise in the case of the second worker, and 
there are important reasons for believing that the rate of benefits 
provided through insurance should not be identical. An arbitrary 
line may be drawn between temporary and permanent disability, 
defining the first, for example, as disability lasting less than 
twenty-six weeks and the second as disability lasting more than 
twenty-six weeks. 

Temporary disablement is much like temporary unemployment. 
Insurance against temporary disablement may be patterned after 
unemployment compensation, with repetitive certification of dis- 
ability by a physician as a procedure analogous to repetitive 
registration at an employment office. 

Permanent disablement is more like old-age retirement. The 
permanently disabled worker leaves the labor market in the same 
sense as does the aged person; both of these classes of persons 
permanently cease to have earnings. The disabled worker 1s 
generally younger than the retired worker and therefore more 
often has a dependent spouse and dependent children. Hence, 
assurance of some income is at least as urgent, socially, for 
the disabled as for the aged. Not involving the need for 
repetitive certification (except for those cases in which recovery 
or rehabilitation is possible), permanent disability (invalidity) 
insurance is similar to old-age insurance where certification of 
retirement age establishes the basis for the award of a retire- 
ment annuity. Permanent disability insurance may therefore 
be conveniently patterned after old-age insurance and may 
actually be established by introducing invalidity benefits into the 
present old-age insurance system. 

Temporary disability compensation, patterned after unemploy- 
ment compensation, would involve a cost of approximately 1 
per cent of wages. With a substantial but not unreasonable 
waiting period—seven, ten or fourteen days, this would probably 
support benefits calculated at 50 per cent of wages for a 
maximum of at least twenty-six weeks. The allocation of the 
cost may have to be different from that which is customary 
in unemployment compensation. 

Permanent disability insurance with benefits geared to old-age 
benefits would probably cost 0.1 to 0.2 per cent of wages at the 
outset and the cost may be expected to rise in the course of 
years, attaining between 1 and 2 per cent of wages in twenty 
years and perhaps 1.5 and 3 per cent a generation or two later, 
the exact cost depending on the benefits provided and on 
numerous other factors. 

A disability compensation program is not primarily part of 
a medical care program. Nevertheless there are important 
interrelations between the two. The cost of compensation for 
disability would be needlessly high if wage earners generally 
did not receive essential medical care. Hospitalization and other 
institutional care and vocational rehabilitation for workers who 
are disabled are essential if those who can be restored to work- 
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ing capacity are to receive the necessary care. Without such 
facilities and services, the cost of invalidity annuities would be 
unnecessarily burdened. These and similar considerations ind. 
cate some of the interrelations between disability insurance ang 
a general health program. 


CONCLUSION 


This discussion of recommendations IV and V submitted by 
the Technical Committee on Medical Care has probably raised 
more questions than it has answered. The Committee’s pur- 
pose has been to present the needs which exist and to outline, 
only in broad terms, the general pattern of programs to meet 
these needs. 

It is obvious that recommendations IV and V deal with some- 
what different procedures, but both bear on common problems, 
The fundamental objectives involved here are: first, conserya- 
tion of health and vitality ; and, second, reduction of the role of 
sickness as a cause of poverty and dependency. 

This report from the Committee began by dealing with the 
needs of self-supporting persons. It has inevitably come to 
deal both with them and with the more unfortunate. A general 
program of medical care therefore makes provision simulta- 
neously for both. No one wants two systems of medical care 
—one for the self supporting and another for the needy—any 
more than two systems of education. 

Though not explicitly stated, it has been assumed through- 
out the Committee’s report that any general program would 
provide for effective coordination between preventive and other 
services. It has also been assumed throughout that such a 
program, by furnishing a strengthened economic base, provides 
new opportunity for improvement in the quality of medical 
services through the concerted activities of official agencies, 
educators, and practitioners. 

In good times and in bad times, sickness is a major cause of 
poverty, destitution, and a large part of all dependency, 
Through periods of prosperity and of depression, sickness still 
remains the most constant factor in dependency. It occurs more 
frequently and for longer periods among the unemployed than 
among the employed, among the poor than among the rich. It 
is associated with various other manifestations of social dis- 
organization such as unemployment, low income, poor housing 
and inadequate food. If we are to lessen destitution and 
poverty, if we are to penetrate to the causes of dependency, we 
must strike simultaneously at this whole plexus of social evils 
within our society. It is of little avail to employ modern 
technics in solving the problems of unemployment, housing and 
low wages if we leave to the forces of laissez faire the problem 
of sickness which pervades and contributes to these other factors 
in dependency, because so frequently it strikes down otherwise 
self-supporting persons. ; 

During the last quarter of the nineteenth century, public 
health authorities and medical practitioners made a brilliant 
and successful record through a mass attack on unhealthful 
environments and on communicable disease. But we cannot be 
satisfied with the great achievements of the past. A similar 
attack is needed now on the ailments and disabilities of indi- 
viduals. Our primary concern at present is not with catastrophie 
plagues but with ever-present diseases responsible for the dis- 
abling illness of five or six million persons. 

We have been derelict in failing to work more actively t0 
prevent dependency. Many widows and orphans are now being 
supported at public expense who have been deprived of their 
natural support by preventable accidents and: equally prevent: 
able diseases. Many persons are now among the unfo 
whom we label as the “unemployables” solely because they 
could not afford the medical care that would have kept them 
employable and independent. So long as. we fail to prov 
adequate programs for medical care and for protection against 
loss_of earnings, just so long are we permitting the creation 
a permanent class of disability dependents. The sick do not 
gather in crowds on the streets of our cities, but their 
are not less urgent. 

The Committee submits this report with the hope that the 
recommendations may. serve as a basis of discussion om W) 
to crystallize a program to meet the basic essentials of a 3 
health. ot 
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(PuysiciaNs WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST; SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PUBLIC “HEAETH. ) 





ALASKA 


Series of Lectures on Obstetrics.—A series of lectures 
on obstetrics will be given throughout Alaska under the aus- 
pices of the maternal and child health division of the Terri- 
torial Department of Health in cooperation with the physicians 
of Alaska. Jr. Morris Edward Davis, associate professor of 


obstetrics and gynecology, School of Medicine, Division of 
Biological Sciences, University of Chicago, will be the speaker. 
The titles of the lectures are “Diagnosis and Treatment of 


Hemorrhage Late in Pregnancy,” “Diagnosis and Treatment 
of the Toxemias of Pregnancy,” “Prevention and Treatment of 
Puerperal Infection,” “The Common Obstetric Operations” and 
“Treatment of Prolonged Labor.” The lectures will be repeated 
in each of the following centers: Fairbanks, August 4-7; 
Anchorage, \ugust 10-11; Juneau, August 15-18, and Ketchi- 
kan, August 20-24. 


ARKANSAS 
Personal.-r. Joseph H. Sanderlin has been appointed medi- 
cal director of the Pyramid Life Insurance Company, Little 


Rock. 

Society News.—The Lawrence County Medical Society was 
addressed in \Valnut Ridge recently by Drs. Thomas C. Guth- 
rie, Smithville, on antepartum care and John H. McCurry, 
Cash, treatment of snake and spider bites——-At a meeting of 
the Washingio: County Medical Society recently Dr. Allan A. 
Gilbert, Fayetteville, spoke on “Spontaneous Pneumopericar- 


dium.” The Tri-County Medical Society was addressed 

recently, among others, by Dr. Ralph E. McLochlin, Little 

Rock, on “Management of Congestive Heart Disease.” 
CALIFORNIA 


Study of Pneumonia.—A survey to determine which types 
of pneumonia occur most frequently in California began July 1 
under the auspices of the U. S. Public Health Service with 
the cooperation of the California Medical Association. Bacterio- 
logic examinations will be made in the laboratory of the state 
department of health at the University of California. It was 
stated that the area of fifty miles extending from San Fran- 
cisco to the Nevada line had been selected for the survey. 


Rinaldo Found Guilty Again—Ordered from State.— 
Eugene J. Rinaldo, Los Angeles, was given a suspended sen- 
tence of 180 days in the city jail April 28, following a plea 
of guilty to practicing medicine without a license. Municipal 
Judge Joseph L. Call suspended the sentence on condition that 
Rinaldo leave the state within thirty days and remain away 
for two years. Rinaldo has been in the courts continuously for 
about thirteen years. His license was revoked in 1924 and 
again in 1932 on the charge that it was obtained under false 
and fraudulent credentials. In the testimony it was shown 
that Rinaldo’s credentials purporting to be from the St. Louis 
College of Physicians and his certificate of preliminary educa- 
tion required by the California medical practice act were falsely 
and fraudulently obtained. After the revocation in 1924 Rinaldo 
appealed to the courts, which restored the license July 3, 1928. 
nae State board of medical examiners revoked the license again 
1936 18, 1932, and its action was affirmed by the courts in 
vieti = paid a fine of $500 Dec. 14, 1937, following con- 
At thi y a jury of practicing medicine without a license. 
ie Py bp he was given a suspended sentence of 180 days 
a Are placed on two years’ probation. The recent offense 

Which he was tried is assumed to be a violation of this 


Probation, 
CONNECTICUT 


Public Health Meetin joi i 

: : g.—A joint meeting of the Connec- 
ae Health Association and health officers. was held 
pai Stratfield, Bridgeport, May 25. The speakers 


Dr. Earle G. Br , Mi 
5 + Brown, Mineola, heal 
Peg . Time Health Servicn Ma es eee 
Aoderdee director, division of sanitation, Westchester County 
Health ain New York, The Place of Sanitation in the 


r. P a. 

of alg Phelps, director, bureau of tuberculosis, Hartford Board 
Mary McManus. Administrative Control of Tuberculosis. 

ureau of aursing a ok Cee cer area oo a wertion, 

’ 'w or. 1 tmént t . . 

Health Nurse and the Tuberculosis a enopece Brings, 





A round table discussion of scarlet fever immunization was 
held at a dinner session in the evening with Dr. Stanley H. 
Osborn, Hartford, state health commissioner, presiding; the 
speakers were Drs. Millard Knowlton, Benjamin G. Horning, 
Hartford, and James D. Trask, New Haven. 


IDAHO 


Smallpox Epidemic. — Northwest Medicine reports that 
about fifty cases of smallpox have recently occurred in Idaho 
Falls and vicinity. 

Personal.—Dr. George H. Bischoff, Akron, Ohio, has been 
appointed in charge of the maternal and child health program 
of the state department of health, with headquarters at Boise. 


ILLINOIS 


Blood Tests at the State Fair.—A demonstration in the 
laboratory testing of blood specimens will be a feature of the 
annual state fair in Springfield August 13-21. A _ serologic 
laboratory will be installed in the exposition building as a part 
of the exhibition by the state department of health. 





Chicago 


Personal.—Dr. Conrad S. Sommer, medical director, Illinois 
Society for Mental Hygiene, has been appointed director of the 
organization, succeeding Miss Helen L. Myrick, resigned. 


Lecture on Cancer.—Dr. James W. Cook of the Research 
Institute of the Royal Cancer Hospital and professor of chem- 
istry, University of London, delivered a lecture at Michael 
Reese Hospital, July 14, on “Cancer Producing Agents and 
Their Biological Effects.” 

Grant for Research in Child Welfare.—The Institute 
of Medicine of Chicago announces that its committee on the 
Elizabeth McCormick Child Research Grant has at its disposal 
the sum of $750 to aid a qualified investigator in the Chicago 
area in child welfare research. Projects should in a broad 
sense be in the field of pediatrics, it was stated. Applications 
will be received up to September 15 and the award made early 
in the fall. Applications should be sent to Dr. John Favill, 
secretary of the committee, 122 South Michigan Avenue. 


Award for Research on Nutrition.—Lydia J. Roberts, 
Ph.D., chairman of the department of home economics, Univer- 
sity of Chicago, received the Borden Award for research in 
nutrition, at the recent annual convention of the American 
Home Economics Association in Pittsburgh. The award 
consists of a gold medal and $1,000. Dr. Roberts is a mem- 
ber of the Council on Foods of the American Medical Asso- 
ciation. Amy L. Daniels, Ph.D., research professor of nutri- 
tion, Child Welfare Research Station, State University of Iowa 
College of Medicine, Iowa City, won the award in 1937 but 
the presentation was made at the recent convention. 


INDIANA 


Immunization Program.—At a meeting of the Johnson 
County Medical Society June 10 it was voted to cooperate 
with the county school superintendent to have all children of 
school and preschool age vaccinated against smallpox and 
typhoid and immunized against diphtheria before the opening 
of the fall term. A survey conducted by the medical society 
shows that only 30 per cent of these children have received 
diphtheria immunization and less than 20 per cent are vac- 
cinated against smallpox and typhoid. Members of the medical 


‘society will donate their services to those who are unable to 


pay. Speakers will be supplied by the society to talk before 
organizations in the county that are interested. 


IOWA 


Immunize Indians Against Spotted Fever.—Prophylactic 
treatments with spotted fever vaccine were administered to 140 
Indians at the Tama reservation May 23-27. The injections 
were administered by Drs. Ira D. Nelson, medical superin- 
tendent of the Sac and Fox Sanatorium, and Arthur A. Pace, 
visiting physician at the reservation. The Rocky Mountain 
Laboratory of the U. S. Public Health Service, Hamilton, 
Mont., supplied the vaccine. Last year six cases with two 
deaths were reported among the Indians at this reservation. 


Society News.— Dr. Henry G. Decker, Des Moines, 
addressed the Buchanan County Medical Society June 16 on 
“Care and Treatment of Head Injuries..——A symposium on 
arthritis was presented before the Crawford County Medical 
Society in Denison June 7 by Drs. Michael William Barry 
and Eugene E. Simmons, Omaha.——Dr. Cecil W. Seibert, 


Waterloo, discussed “Therapeutic Use of Endocrine Products 
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in Obstetrics and Gynecologic Sterility” before the Hardin 
County Medical Society at a meeting in Iowa Falls June 24. 
—— The Jackson County Medical Society was addressed in 
Maquoketa June 20 by Drs. Robert H. Lott, Carroll, on empy- 
ema; Lawrence J. Halpin, asthma and hay fever, and Clyde 
B. Meffert, Cedar Rapids, obstruction of the bowels. At a 
meeting of the Union County Medical Society in Creston, 
June 1, Dr. John A. Liken, Creston, read a paper entitled 
“Gas Gangrene and Its Latest Treatment.” The Marion 
County Medical Society devoted its meeting in Pella June 30 
to a consideration of fractures; the speakers were Drs. Corwin 
S. Cornell, Knoxville, and Jacob J. Sybenga, Charles I. Fox 
and Carl Aschenbrenner, Pella. 


KENTUCKY 


Food Poisoning from Custard Pastries.—Nine cases of 
food poisoning in Finchville and Frankfort recently were traced 
to the eating of coconut and butterscotch custard pies sold 
irom a truck from a Louisville bakery. Investigation showed 
that the method of preparing pastries did not include steriliza- 
tion of the custard or refrigeration of the pies after baking. 
About the same time three cases in Louisville also traced to 
cream filled pastry led the city and county departments of 
health to adept rulings prohibiting the sale of cream or custard 
pastries until November 1 and regulating methods under which 
such products may be sold after that date. 


MARYLAND 


Spotted Fever.—The Baltimore Sun reported June 19 that 
fourteen cases of spotted fever, with four deaths, had been 
reported in Maryland since May 1. 

Regulations for Cleaning Food Containers.—At a meet- 
ing June 23 the state board of health adopted regulations for 
the cleansing, rinsing, disinfecting and storing of food con- 
tainers. Effective July 15 they require the use of single ser- 
vice containers if facilities for the proper cleaning, rinsing and 
disinfecting of food containers are not available. 

Dr. J. M. T. Finney Honored.—Dr. John M. T. Finney, 
professor emeritus of surgery, Johns Hopkins University School 
of Medicine, Baltimore, was given a testimonial dinner June 
20 to celebrate his seventy-fifth birthday. He was presented 
with a bust of himself executed by Hans Schuler, president 
of the Maryland Institute. At a meeting June 17 of the 
executive committee of the Baltimore chapter of the American 
Red Cross, Dr. Finney was presented with a letter of con- 
gratulation from President Roosevelt. Dr. Finney graduated 
at the Harvard University Medical School, Boston, in 1889, 
then entered private practice in Baltimore, joining the Johns 
Hopkins faculty in 1893. He has received many honorary 
degrees, and societies of which he has been president include 
the American College of Surgeons, American Surgical Asso- 
ciation, the Medical and Chirurgical Faculty of Maryland and 
the Inter-State Post Graduate Medical Association of North 
‘\merica. In 1937 the Finney-Howell Research Foundation 
was created under the will of the late Dr. George Walker. 


MICHIGAN 


Personal.—Dr. William H. Marshall, Flint, has been given 
the title of director emeritus of the department of internal 
medicine at Hurley Hospital in recognition of his many years 
of service to the hospital. 

Dr. Peirce Goes to Canada.—Dr. Carleton B. Peirce, 
associate professor of roentgenology, University of Michigan 
Medical School, Ann Arbor, has resigned to become director 
of the department of radiology at the Royal Victoria Hos- 
pital, Montreal, according to Science. Dr. Peirce graduated 
from Michigan in 1924. 


MINNESOTA 


Society News.—At the annual meeting of the Scott-Carver 
Medical Society in Mudbaden, June 14, Dr. Chester A. Stewart, 
Minneapolis, discussed “Dietary and Nutritional Problems in 
Pediatrics.” ——-The East Central Medical Society was addressed 
in Pine City May 27 by Drs. Owen H. Wangensteen on 
thoracic surgery and Rudolph E. Hultkrans, chronic low back 
pain. Both are from Minneapolis. 

New Psychiatric Clinic.—The trustees of the Home for 
Children and Aged Women of Minneapolis have given $50,000 
to the University of Minnesota Medical School to establish a 
children’s psychiatric clinic. The money will be provided over 
a five year period, $10,000 being allotted annually for the 
first three years and as much of the remainder as funds permit 
for the remaining two years, according to the Journal-Lancet. 
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State Medical Election—Dr. George A. Earl, St. Paul 
was elected president of the Minnesota State Medical Asso. 
ciation at the annual meeting in Duluth; he will take office 
in January succeeding Dr. James M. Hayes, Minneapolis 
Other officers are Drs. Johannes C. Jacobs, Willmar, and 
Adolph M. Hanson, Faribault, vice presidents. Dr. Benjamin 
B. Souster, St. Paul, was elected secretary of the association 
to succeed Dr. Edward A. Meyerding, St. Paul, who resigned 
after holding the position since 1924. The 1939 session wil] 
be held in St. Paul. 


MISSISSIPPI 


Tulane Faculty Provides Program.—Members of the 
faculty of Tulane University of Louisiana School of Medicine, 
New Orleans, presented a graduate program before the Central 
Medical Society in Jackson June 7. The speakers included: 

Dr. Michael E. De Bakey, Indications for Blood Transfusion, 

Dr. Edgar Burns, Management of Urinary Infections. 

Dr. Donovan C. Browne, Medical Management of Gastric Hemorrhage, 

Dr, Dean _H. Echols, Ruptured Intervertebral Disk as a Cause of 

Sciatic Pain. 

Dr. Julian Graubarth, The Classification of Nephritis of Childhood, 

Dr. Francis E. LeJeune, Moving Pictures of Tumors of Larynx, 

Dr. Philip H. Jones Jr., Tests for Kidney Function. 

Dr. Guy A. Caldwell, Postreduction Treatment of Simple Fractures, 

Dr. Arthur Neal Owens, Management of Harelip and Cleft Palate. 

~~ Leon J. Menville, Roentgen Diagnosis of Lesions of the Large 

ntestine. 


Dr. Conrad G. Collins, Chronic Endocervicitis, Symptoms and Treat: 
ment. 

i Arthur A. Caire Jr., Obstetric Abnormalities as Handled in the 
ome. 


Dr. Idys Mims Gage, Preoperative and Postoperative Treatment. 
Ernest Carroll Faust, Ph.D., The Epidemiology and Diagnosis of 
Amebiasis. 
Dr. Arthur Neal Owens, Plastic Repair of Burns and Their Treatment, 
Dr. James P. Wall, Jackson, president-elect, state medical 
association, was toastmaster at the fellowship hour in the 


evening. ~weansema 


Society News.—The Five County Medical Society (Dakota, 
Dixon, Cedar, Thurston and Wayne counties) and the Madison 
Six County Medical Society (Madison, Stanton, Pierce, Ante- 
lope, Knox and Cuming counties) at a recent joint meeting 
organized a fourth councilor district society witii Dr. Edward 
L. Brush, Norfolk, as president. Speakers on the program 
were Drs. John C. Sharpe, Omaha, on “Unusual Blood Con- 
ditions”; Philip H. Bartholomew, Lincoln, acting director, state 
department of health, “Public Health Developments,” and 
Homer Davis, Genoa, president of the state medical associa- 
tion, “Organized Medicine.” —— The spring meeting of the 
Third Councilor District was held in Falls City May 19 with 
the following speakers, among others: Drs. Richard H. Young, 
Omaha, on “Insulin and Metrazol Treatment of Schizophrenia”; 
Roy W. Fouts, Omaha, “The Physician’s Role in Public Health 
Education,” and James E. M. Thomson, Lincoln, “First Aid 
in Handling Fractures of the Spine.” 4 


NEW MEXICO 


Hospital News.—A private hospital of twelve beds and 
four bassinets has recently been opened at Clayton by 
Dr. Robert H. Graham. It is of typical New Mexican archi- 
tecture, is air conditioned and will be called the Graham Clinic 
and Hospital. ; 

State Medical Election.—Dr. George T. Colvard, Deming, 
was named president-elect of the New Mexico Medical Society 
at the annual meeting in Santa Fe June 8 and Dr. Eugene 
W. Fiske, Santa Fe, was installed as president. 939 
session will be in Gallup. 

Society News.—Drs. Leslie M. Smith and Louis W. Breck, 
El Paso, Texas, addressed the Lea County Medical acigh 
Hobbs, in May on “Cancerous and Precancerous Lesions 4 
the Skin” and “Fractures of the Forearm and Lower Part 
the Leg” respectively ——Drs. Isadore M. Epstein ant ot 
B. Homan, El Paso, addressed the Grant County Medica 
Society, Silver City, recently on pediatric problems 
surgery, respectively. 


NEW YORK 


“Outbreak of Gastro-Enteritis. —One hundred and fits 
cases of gastro-enteritis were reported following @ midnight 0 
luncheon at a hotel in Sullivan County July 4, according 
the state department of health. About 175 persons attended 
the luncheon. The illness, consisting of nausea, ng 


i 


diarrhea and prostration, had an incubation period 


all 


4 


one and one-half to four hours. Among the f 
corned beef, pickled tongue, potato salad, beer, soda, bread an 
fresh fruit. “he 
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Personal.—Dr. Barton Ferris Hauenstein, Ithaca, has been 
appointed director of the laboratory of the city health depart- 
ment of Buffalo——Dr. George R. Critchlow has retired from 
the staff of the Millard Fillmore Hospital, Buffalo, after forty 
years’ service. He was honored with a dinner at the Buffalo 
Club June 28, at which the directors of the hospitals presented 
him with a gold medal———Madison Bentley, Ph.D., Sage pro- 
fessor of psychology at Cornell University, Ithaca, has retired. 
Professor Bentley received his*doctorate at Cornell in 1898 
and taught there until 1912. From 1912 to 1928 he was pro- 
fessor of psychology and director of psychologic laboratories 
at the University of Illinois and returned to Cornell in 1928. 
He is the author of many studies in psychology. 


New York City 
Professor of Dermatology Appointed.—Dr. Arthur W. 


Grace, recently instructor in clinical medicine at Cornell Uni- 
versity Medical College, has been appointed professor of der- 
matology at Long Island Medical College. Dr. Grace was 
born in Sydney, Australia, and graduated in medicine at the 
University co’ London in 1925. He has held the following 
positions: biochemist, Hospital for Tropical Diseases, London, 
1924-1926; demonstrator in pathology and medical entomology, 
London Scho! of Tropical Medicine and Hygiene, London, 
1924-1926; g.. ernment bacteriologist and pathologist, Jamaica, 
British West Indies, 1926 and 1929-1931; director of a filariasis 
commission of the Royal Society of London in British Guiana, 


1926-1929; assistant in the syphilis department at Johns Hop- 
kins Hospital, Baltimore, 1931-1932; instructor in medicine, 
Cornell, 1932-!036, and instructor in clinical medicine at Cor- 
nell since that time. 

Medical Exhibits at World’s Fair.—Contracts have been 
signed for thi:tcen sections in the Medical and Public Health 
Building of th: New York World’s Fair in 1939, according to 
an announcement from Homer N. Calver, secretary of the 
advisory comr:!ttee on medicine and public health. Following 


ig the list of -ponsors and subjects: 
New York C Cancer Committee: cancer, 
Eli Lilly and ‘ .mpany: diabetes, blood diseases and anemia. 
John B. Pierce }'oundation: hygiene of housing. 
Lederle Laborit»ries: allergy, pneumonia. 
Cherry-Burre!] Corporation: milk control. P 
West Disinfecti1g Company: occupational infections and sanitation. 
Parke Davis ani Company: syphilis. 
Queensboro Tiilerculosis Association: tuberculosis. 
Winthrop Chemical Company: analgesia and anesthesia. 
Each day of the fair will be observed as a special day and 


about thirty days have thus far been reserved for medical and 
public health celebrations. 


NORTH CAROLINA 


Hospital News.—Dr. Severo E. Barrera, research asso- 
Clate in psychiatry at New York Psychiatric Institute and 
Hospital, New York, gave a course in neuropsychiatry at the 
State Hospital, Raleigh, June 6-18. Dr. Barrera lectured in 
the mornings and conducted clinics in the afternoons. 


Society News.—Dr. William Gerry Morgan, Washington, 
D.C, addressed the Iredell-Alexander County Medical Society, 
Statesville, June 25, on “Hemorrhage from the Intestinal 
ideas, ——Speakers at a meeting of the Catawba Valley 

edical Society July 12 were Drs. Walter J. Lackey, Fallston, 
fs ppimetion and Field of the Family Physician”; Jack 
r ickley, Tabor City, “Prevention of Syphilotherapeutic Acci- 
ents,” and Lewis W. Elias, Asheville, “Colitis in Children.” 


: po State Hygiene Laboratory.—With the approval of 
aa A grant of $130,909, the state board of health announced 
rm or the immediate construction of a new hygiene labora- 
ped bey animal farm. A bond issue authorized by the 1937 
buildin assembly provided $160,000 for this purpose. The new 

‘| Ae be adjacent to the present quarters of the state 
pion . health and will cost about $190,000, including equip- 
lhc € outlay for the farm will be about $100,000. The 
recs will be a brick building three stories high, with a 
sditorie In addition to laboratory space it will have an 

le — to seat about 200 persons. Dr. John H. Hamilton, 

84, 1s director of the division of laboratories, 


OREGON 


witgeety mewer—At a special joint meeting of the Central 

Dr. Roses c Lane county medical societies in Eugene June 21 

At a meetine Leland, Chicago, spoke on socialized medicine. 

George W ‘3 of the Central Willamette society June 2 Dr. 
ie Wift, Seattle, discussed: head injuries. 

state ty pate: A $165,000 expansion program at the 

Dleted, accords’; osPital at The Dalles is practically com- 
revording to Northwest Medicine. The new units were 


expected to be in full operation July 15, including an addition 
to the nurses’ home, physicians residence, and an annex to the 
hospital accommodating fifty additional patients. 

Plague Infection.—According to Public Health Reports, 
plague infection was reported in tissue from one ground squirrel 
shot May 21 from one to three miles south of Mount Vernon, 
Grant County, and in twenty-six fleas, one louse and one tick 
collected from forty-one ground squirrels shot May 21 from 
one to four miles south of Mount Vernon, Grant County. 


PENNSYLVANIA 


Society News.—Dr. Royal L. Simon, Williamsport, 
addressed the Lycoming County Medical Society July 8 on 
office orthopedics. Dr. Harold A. Kipp, Pittsburgh, 
addressed the Cambria County Medical Society, Johnstown, 
July 14, on empyema. Dr. Robert C. Grauer, Pittsburgh, 
addressed the McKean County Medical Society, Kane, June 
21, on “The Practical Phases of Female Endocrinology.” 
Dr. William W. McFarland, Pittsburgh, was recently elected 
president of the Pennsylvania Public Health Association. 


Philadelphia 

Fifty Year Graduates Given Medals.—The Woman’s 
Medical College of Pennsylvania issued fifty year gold medals 
and citations at its annual commencement to the following 
graduates who were members of the class of 1888: Drs. Eliza- 
beth D. Comly-Dercum, Philadelphia; Mary H. Cotton, Farm- 
ingdale, L. I.; Alice L. Ernst, Clifton Springs, N. Y.; Mary 
E. Gaston, Somerville, N. J.; Kate Campbell Hurd Mead, 
Haddam, Conn.; Lucia M. Lane, San Mateo, Calif.; Mary H. 
McKee, Elbowoods, N. D.; M. Jeanette Scott-Miller, Allentown, 
Pa., and Julia E. Teele, New Haven, Conn. 

Personal.—Dr. Warren B. Davis, clinical professor of oral 
surgery, Jefferson Medical College, received the honorary 
degree of doctor of science at the annual commencement of 
Georgetown College, Georgetown, Ky., June 8. Mr. George 
P. Haag, founder of the Blood Donors Registry six years ago, 
died July 10 at his summer home in Cape May, N. J. He 
was business and advertising manager of the Weekly Roster 
and Medical Digest, official organ of the Philadelphia County 
Medical Society———Dr. Charles J. Hatfield, executive director 
of the Henry Phipps Institute for the Study, Prevention and 
Cure of Tuberculosis, received the honorary degree of doctor 
of science from Princeton University June 22——Dr. Oliver 
H. P. Pepper, professor of medicine, University of Pennsyl- 
vania School of Medicine, received the honorary degree of 
doctor of science from Lafayette College, Easton, Pa., at the 
recent commencement. 


SOUTH DAKOTA 


State Medical Election.— Dr. John C. Shirley, Huron, 
was chosen president-elect of the South Dakota State Medical 
Association at the annual meeting in Huron May 9-11. 
Dr. John F. D. Cook, Langford, was installed -as president 
and Dr. Oscar J. Mabee, Mitchell, was elected vice president. 
The 1939 meeting will be held in Aberdeen. 


VIRGINIA 


Society News.—The Augusta County Medical Society 
was addressed in Staunton May 4 by Drs. George B. Lawson, 
Roanoke, on “Sulfanilamide in the Treatment of Pneumonia” 
and Charles W. Putney, Staunton, “Sirenomelian Monster.”—— 
At a recent meeting of the Clinch Valley Medical Society in 
Norton, the speakers were Drs. Robert B. Hightower, Richmond, 
“Immunizations in Children”; Paul D. Camp, Richmond, “Vari- 
ous Types of Heart Disease: Their Management in Regard to 
Industry and Compensation,” and William R. Jordan, Richmond, 
“The Laborer with Diabetes.”.——Dr. Charles P. M. Sheffey, 
medical missionary in the Belgian Congo, addressed the Lynch- 
burg Academy of Medicine May 2 on “Practice of Medicine in 
Africa.”"——Among others, Dr. Frank S. Johns discussed 
“Cancer of the Body of the Uterus” before the Mid-Tidewater 
Medical Society in Saluda recently-———-At a meeting of the 
Richmond Academy of Medicine, May 24, Drs. Karl S. Blackwell 
discussed “Headache—Common Causes and Practical Applica- 
tions”; John H. Scherer, “The Blood Smear in Differential 
Diagnosis,” and Mr. Andrew D. Christion, local attorney, “The 
Doctor and the Law.”———At the annual meeting of the South- 
western ‘Virginia Medical Society recently the speakers were, 
among others, Drs. Harry B. Stone Jr., Roanoke, “Prevention of 
Deafness in the School Child” and Ray H. Grubbs, Christians- 
po “The Management of Trichomonas Infection in the 

emale.” re 






































WISCONSIN 


Society News.—Dr. Hans H. F. Reese, Madison, and 
Byron J. Hughes, Winnebago, discussed “Shock Therapy and 
Dementia Praecox” before the Winnebago County Medical 
Society recently. The Milwaukee Society of Clinical Sur- 
gery was addressed May 24 by Drs. Rudolph W. Roethke, 
Milwaukee, on “Contraindications for Cesarean Section”; Carl 
S. Williamson, Green Bay, “Surgical Problems,” and John D. 
Steele, Milwaukee, “Diagnosis and Treatment of Tumors Aris- 


ing in the Bronchi.” 
WYOMING 


State Medical Meeting.—The thirty-fifth annual session 
of the Wyoming State Medical Society will be held at the 
Connor Hotel, Laramie, August 7-9, under the presidency of 
Dr. Victor R. Dacken, Cody. The speakers will include: 

Dr. Paul F. Miner, Sunrise, Ectopic Pregnancy. : 

Dr. George H. Phelps, Cheyenne, The Procedure Used in the Third 

Stage ot Labor and the Puerperium. 
Dr. Thomas D. Cunningham, Denver, The Treatment of Severe 
Asthmatics. 

Dr. Harry H. Wear, Denver, Management of Ureteral Calculi. 

Dr. Peter M. Schunk, Sheridan, Alar Scapulae. ; ; 

Dr. Joseph C. Kamp, Casper, Use and Abuse of Sulfanilamide. 

Dr. Roger L. J. Kennedy, Rochester, Minn., Emergencies of Infancy 

and Childhood. 

There will be a symposium on medical care Monday with 
the following speakers: Dr. Dacken, Dr. Walter R. Carey, 
Sheridan, Dr. Arthur L. Miller, Kimball, Neb., president- 
elect, Nebraska State Medical Association, and Mr. Jack D. 
Laux, Chicago, Bureau of Medical Economics, American 
Medical Association. A symposium on fractures will be held 
Tuesday with Drs. Joseph L. Wicks, Evanston; Hamilton I. 
Barnard, Denver; Lawrence C. Snow, Salt Lake City, and 
John R. Nilsson, Omaha, as the speakers. Entertainment will 
include golf, a smoker and movies, while special plans have 
been made for the ladies. A special feature will be the movie 


“Birth of a Baby.” 
GENERAL 


Examination in Anesthesiology.—The American Board of 
Anesthesiology, Inc., an affiliate of the American Board of 
Surgery, will hold written and oral examinations October 
21-22 in New York. Applications must be filed sixty days 
prior to examination. The secretary is Dr. Paul M. Wood, 
745 Fifth Avenue, New York. 

Another Swindler Operating Among Physicians.—A 
North Carolina physician reports that he was swindled by a man 
who claimed he had been injured at work and presented a 
check purporting to be for compensation. Giving the name 
Gilbert N. Evers, the man stated that he had injured his elbow 
and had had paralysis of two fingers. He said he had entirely 
recovered and asked the physician to write a letter authorizing 
him to return to work. The physician wrote the letter, charged 
$2 for the examination and cashed the supposed compensation 
check for $14. The check came back; a letter to the Carolina- 
Virginia Transfer Company, the firm name given by the 
swindler, was returned. Later the local police department 
reported that a man had used the same method in Savannah, Ga., 
giving the name Wassing. Police are trying to locate him. 

Society News.—Dr. John P. Nuttall, Santa Monica, Calif., 
and Wilson H. Lee, New Haven, Conn., were elected presi- 
dents of the American Association of Medical Milk Commis- 
sions and the Certified Milk Producers Association of America, 
respectively, at the joint annual conference of the associations 
in San Francisco recently. Dr. Irvine McQuarrie, Min- 
neapolis, was elected president of the American branch of the 
International League Against Epilepsy at its annual meeting 
in San Francisco June 7; other officers are Drs. Edward M. 
Bridge, Baltimore, and Albert W. Pigott, Skillman, N. J., vice 
presidents; Frederic A. Gibbs, Boston, secretary-treasurer, 
and Adolf Meyer, Baltimore, vice president for America of 
the International League. The annual meeting of the Ameri- 
can Association of Obstetricians, Gynecologists and Abdominal 
Surgeons will be held at the Hotel Greenbrier, White Sulphur 
Springs, September 22-24, under the presidency of Dr. Paul 
Titus, Pittsburgh. 

Special Society Elections.—Dr. James B. Cross, Buffalo, 
was chosen president-elect of the American Urological Associa- 
tion at its annual meeting in Quebec, Canada, June 27-30, and 
Dr. Edgar G. Ballenger, Atlanta, Ga., was installed as presi- 
dent. Dr. Clyde Leroy Deming, New Haven, Conn., is secretary. 
Dr. Lawrence A. Pomeroy, Cleveland, was made president- 














elect of the American Radium Society at the annual meeting in 
San Francisco June 13-14, and Dr. William P. Healy, New 
York, became president. Dr. Frederick W. O’Brien, Boston, is 
secretary. The next annual meeting will be in St. Louis—— 
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P. E. Smith, Ph.D., New York, was made president-elect of 
the Association for the Study of Internal Secretions at the 
annual meeting in San Francisco June 14 and Dr. David P, Barr 
St. Louis, was installed as president. The 1939 meeting wil] be 
held in St. Louis. Dr. Frederick C. Holden, New York, was 
elected president of the American Gynecological Society at the 
annual meeting in Asheville, N. C., May 31. 


International Goiter Conference in Washington.—The 
third International Goiter Conference will be held in Washing. 
ton, D. C., September 12-14, with the American Association for 
the Study of Goiter and the Medical Society of the District of 
Columbia acting as hosts. The subject for the first day will be 
endemic goiter; for the second, thyroid in relation to endo- 
crinology and metabolism, and for the third, hyperthyroidism, 
Among the speakers listed on the preliminary program are Drs, 
Oliver P. Kimball, Cleveland; T. Lang, Munich, Germany; , 
John deJ. Pemberton, Rochester, Minn.; Giacomo Pighini, ) 
S. Maurizio, Italy; James B. Collip, Montreal, Canada; Henry 
J. John, Cleveland; Roy G. Hoskins, Boston; Carl Wegelin : 
Bern, Switzerland; David Marine, New York; Pedro Cossio, 
Buenos Aires, Argentina, and Isidor S. Ravdin, Philadelphia. 
All meetings will be in the ballroom of the Mayflower Hotel, 








Dr. Harry H. Kerr, clinical professor of surgery, George ] 
Washington University School of Medicine, Washington, is i 
local chairman of arrangements. I 

d 


Republican Committee to Discuss Medical Care.—The 
proper scope of governmental responsibility for medical care 


will be the theme of a round table discussion at the summer p 
session of the Republican Program Committee Wednesday d 
August 3, at Thorne Hall, Northwestern University. Accord- p 
ing to a recent announcement, health insurance in its various I 
forms, voluntary and compulsory, will be considered in favor- 
able and adverse discussions. Included among the speakers are: bi 
_Dr. Sigismund S. Goldwater, commissioner of the department of hos Ji 
pitals of New York City. at 
Dr. Arthur C. Christie, Washington, D. C., formerly president of the B 
Medical Society of the District of Columbia. | 
Dr. John P. Peters, John Slade Ely professor of medicine, Yale Uni- be 
versity School of Medicine, New Haven. P, 


Dr. Howard L. Snyder, Winfield, formerly president of the Kansas 
Medical Society. 


_ Mrs. James E. Hollingsworth, New York, special student of health Wi 

insurance fhethods, A 
Mr. Morris A. Linton, president of the Provident Life We 

Insurance Company, leader of the discussion, will report on 101 

social security for old age. Glenn Frank is chairman of the pe 

Republican Program Committee. 
Assembly of Laboratory Directors.—An assembly of Be 

laboratory directors and serologists will be held in Hot Springs . 

National Park October 21-22 under the auspices of the Com- 

mittee on Evaluation of Serodiagnostic Tests for Syphilis, U. S. 

Public Health Service, and the American Society for Clinical 

Pathologists. With Dr. Thomas Parran, surgeon general of 

the public health service, as chairman, the assembly plans to 

consider means and methods to improve and to make more 

generally available the serologic tests which are so important in I 

syphilis control work. It is planned to conduct the program aci 

in four sections, the first to consider the need for adherence to the 

conventional technic in the routine performance of reliable sero- the 

diagnostic tests; speakers will be Drs. Harry Eagle, Baltimore; He; 

William A. Hinton, Boston; Benjamin S. Kline, Cleveland; C00 

John H. Kolmer, Philadelphia, and Reuben Kahn, Sc.D, Ann 

Arbor, Mich. Drs. Frederick H. Lamb, Davenport, Iowa, and 

Augustus B. Wadsworth, Albany, N. Y., will discuss the E 

desirability of licensing or approving for the performance of A 

serodiagnostic tests for syphilis laboratories within the states U 

by the respective state departments of health. The remaining all 

two sections will discuss the need for training of laboratory Mee 






personnel and the prosecution of the studies to evaluate 
performance of serologic tests within the states. The chairmen 
of these four sections are Drs. Walter M. Simpson, Dayton 
Ohio; Henry H. Hazen, Washington, D. C.; Arthar Ht 
Sanford, Rochester, Minn., and Francis E. Senear, Chicago. 
separate committee will draft recommendations for of the 
four sections for presentation to the assembly. 

_The Prevention of Blindness.—The annual report a 
National Society for the Prevention of Blindness notes 
thirty years ago a New York State Committee on *f an 
of Blindness was formed, interested mainly in fighting 
thalmia neonatorum. From this beginning grew the — 
society with 18,000 members and donors, whose services society 
all types of sight conservation. In the past year, the of the 
participated in the campaign against syphilis as One orale 
major causes of blindness. . The number of students enre” 
in summer classes for. the training .of teachers, for sight-sav"e 
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classes in various colleges was 120. Forty-four sight-saving 
classes were established during the year, bringing the total 
number in the United States to 558. Investigations were made 
to determine what information on eye hygiene should be ‘taught 
in schools and how such information could be integrated into 
the curriculum. The society believes that the annual campaigns 
for safe and sane celebrations of Independence Day have aided 
in reducing the number of accidents; statistics and other mate- 
rial have been used in securing enactment of legislation to 
curb these accidents. Among other activities the society acts 
as the secretariat for the Inter-Organization Committee on 
Sight Conservation, which was formed by several interested 
organizations to consider possibilities of incorporating preven- 
tion of blindness in the programs of state health departments. 
It conducted last year a training institute for personnel to 
undertake local blindness prevention work and cooperated in 
plans for the New York World's Fair. The society’s expen- 
ditures amounted to $154,000 and its income to $120,000, mak- 
ing it necessary to draw on its reserve fund for $34,000. 


FOREIGN 


Congress of Surgery Canceled.—The congress of the 
Internationa! Society of Surgery, which was to have been held 
in Vienna September 19-22, has been canceled. According to the 
Lancet, it is planned to hold a congress in Brussels on the same 
dates. 

King of Sweden Aids Paralysis Fund.—King Gustaf V 


presented to a fund for fighting infantile paralysis and rheumatic 
diseases a check for 4,333,000 kroner (more than $1,000,000) 
presented to him by his subjects on his eightieth birthday June 
16. It was said that 1,018,000 persons contributed to the gift. 


Dr. Chevalier Jackson to Lecture in Paris.—A course in 
bronchoscopy and esophagoscopy will be given by Dr. Chevalier 
Jackson, Philndelphia, with the collaboration of other lecturers, 
at the Hopita! Necker, Paris, August 23 to September 1, the 


British Medical Journal announces. Further information may 
be obtained from Dr. Jean Zha, Hopital Necker, rue de Sevres, 
Paris. 

Personal.——!)r. Leonard Parsons, University of Birmingham, 


was to receive the Dawson Witliams Prize of the British Medical 
Association at the annual meeting in Plymouth July 19. This 
was the fifth presentation of the award, a certificate and a check 
for 50 guineas, which is made in recognition of research in 
pediatrics. Dr. Parsons delivered the Dawson Williams Lecture 
on nutritional problems of childhood———Dr. Ferdinand Sauer- 
bruch, Berlin, has been made editor of Neue deutsche Chirurgie, 
succeeding Prof. Erich Lexer. 





Government Services 


Studies on Pellagra 


Field experiments on the prevention of pellagra with nicotinic 
acid are being conducted by the National Institute of Health at 
the Milledgeville (Ga.) State Hospital and in Mississippi under 
the supervision of P. A. Surg. Robert H. Onstott, U. S. Public 
Health Service, acting health officer of Holmes County, in 
Cooperation with the Mississippi State Health Department. 


Examination for Entrance into Navy Medical Corps 


An examination for commission in the medical corps of the 
. S. Navy and for appointment as interns will be held at 
all naval hospitals in the United States and at the Naval 
Medical School, Washington, D. C., beginning November 7. 

ndidates for admission must be between the ages of 21 and 
2 at the time of appointment and graduates of or senior 
medical students in ciass “A” medical schools only. Additional 
Norton may be obtained from the Surgeon General, U. S. 
‘Navy, Bureau of Medicine and Surgery, Washington. 


Navy Personals 


Payal Admiral Will M. Garton has been transferred from 
. ureau of Medicine and surgery as inspector of medical 
i . activities on the Atlantic Coast to duty at Los 
a Ge Inspector of medical department activities on the 
a a oast. He succeeds Rear Admiral Ulys R. Webb, 
pat vay for age February 1: Capt. Frederick E. Porter, 
succeed ed to the naval hospital at San Diego, Calif., will 
sities ear Admiral Garton in the bureau of medicine and 


Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
July 2, 1938. 
Attack on Birth Control 


At a national conference on maternity and child welfare held 
at Bristol, Mr. C. M. MaclInnes described birth control as a 
great vested interest battening on the gradual extermination 
of the British race. The dominions are sparsely populated. 
Canada could carry a population of from 60 to 70 millions 
instead of 10; Australia, from 20 to 30 instead of 8, and New 
Zealand, nine times its present population. Yet in all the 
dominions the birth rate was declining. In New Zealand and 
Australia, in spite of health conditions unequaled anywhere, 
the decline was tragically rapid. On the basis of the rate of 
decline in recent years, the population of England and Wales 
will in a century be only 4,626,000. “The grim fact,” said 
Mr. MaclInnes, “is that medical science ‘cannot abolish death, 
but birth can not only be reduced but can be entirely prevented.” 

Dr. H. J. Drew, professor of obstetrics, Bristol University, 
said that the economic situation and fear of childbirth were the 
two main causes of a wife’s refusing to become a mother, but 
we had the lowest maternal mortality rate of any country 
except Holland. The women of England should be told this. 
“I am wondering,” he said, “if in the mind of the patient we 
are turning pregnancy into a disease by our constant super- 
vision. The woman who just booked a doctor for her con- 
finement and did not see him again until labor was mentally 
better off than her daughter or granddaughter, who regularly 
visits a doctor or attends an antepartum clinic.” 


Ordering Poisonous Drugs Over the Telephone 

In a previous letter (THE JourRNAL, May 28, p. 1847) the 
fatal mistake of a nurse who administered to a patient an 
enema of 6 ounces instead of 6 drachms of paraldehyde which 
was ordered by a physician over the telephone was reported. 
It now appears that it is a common practice to order poisonous 
drugs over the telephone, although this infringes the official 
poison rules. The Pharmaceutical Society, after consultation 
with the British Medical Association, has therefore issued a 
warning to physicians and pharmacists that the drugs listed 
under schedule 4 of the poison rules may be supplied to the 
public only on medical prescription. Those in common use are 
cinchophen, aminopyrine and the numerous barbiturates. They 
may be supplied by pharmacists to physicians in response to 
a telephone order but not to patients on a telephoned prescrip- 
tion. The Pharmaceutical Society, as the authority for the 
administration of the rule, can no longer acquiesce in failure 
to comply with it and must bring offenders into court. It 
wants to avoid this and therefore appeals to both physicians 
and pharmacists to observe their legal obligations. 


Professor Freud Honored 


Professor Freud, who recently came from Vienna to London, 
where he will reside, has been the subject of an unusual honor. 
He is a foreign member of the Royal Society, and his health 
did not allow him to visit the offices of the society to sign the 
book. It was therefore taken to his residence for the purpose. 
This is a signal honor, as only on rare occasions is the charter 
book of the Royal Society removed from headquarters. One 
of these is when it is taken to Buckingham Palace for the 
signature of the king, who is patron oi the society. 

Refugee Physicians and Dentists 

The government was asked in the House of Commons 
whether refugees from Germany and Austria were allowed to 
practice as physicians or dentists in this country if suitably 
qualified. Mr. Geoffrey Lloyd, undersecretary to the Home 
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Office, replied: “Permission has been given in a limited num- 
ber of cases to refugee physicians and dentists from Germany 
to practice their profession after admission to the British medi- 
cal and dental registers. The question of admitting a further 
number from Austria is now under consideration. Before a 
decision is reached, representatives of the medical and dental 
professions in this country will be consulted.” 


PARIS 
(From Our Regular Correspondent) 
July 2, 1938. 
Building for Paris Transfusion Center 

There are sixteen large public hospitals with an average of 
1,500 beds each in the department of the Seine, in which Paris 
is located. A transfusion center under the direction of Dr. 
Arnault Tzanck was organized about ten years ago at the 
Hopital Saint-Antoine, which keeps a list of donors who can 
be called at any hour of the day or night. This service is avail- 
able not only for the patients in public hospitals but also for 
those in private hospitals and in homes. June 17 a special 
building for the Transfusion Center was opened by Mr. Rucart, 
minister of public health. This building is the gift of Mrs. Raba 
Deutsch de la Meurthe and is constructed according to the ideas 
of Dr. Tzanck. In addition to an office in which applications 
of the donors and calls for transfusion are received there is a 
library on all aspects of the subject. All donors after having 
been tested at the St. Antoine’ Center are reexamined for pur- 
poses of control at another hospital, the Saint-Louis. Labora- 
tories are available for the examination of donors and can be 
used also for research workers. In one of the rooms, specially 
equipped for the purpose, flasks of refrigerated blood are kept 
for emergency use. Such refrigerated blood can be used during 
a maximum of two weeks after the flasks have been filled with 
the citrated blood. 

True Lipoid Nephrosis 

Few French internists have admitted that lipoid nephrosis, 
as maintained by Volhard, exists as an independent clinical 
entity. At the May 6 meeting of the Société médicale des 
hépitaux three cases of genuine lipoid nephrosis were reported 
by Professor Rathery and Dr. Froment. They stated that a 
lipoid nephrosis is not a nephritis as maintained by many here. 
The renal epithelium, which is infiltrated with fat as found in 
lipoid nephrosis, is not an example of fatty degeneration. The 
clinical and humoral syndrome includes albuminuria, edema, the 
presence of birefractive bodies in the urine, decrease of blood 
proteins, increase of lipemia and cholesteremia. Lipoid nephrosis 
is comparatively rarely seen clinically; hence the authors con- 
sidered it worth while to report three cases, all cured following 
the use of a diet rich in proteins but poor in fats, accompanied 
by the employment of thyroid extract. One of the patients was 
a boy aged 14 years; the others were adults. Large doses of 
thyroid extract were necessary in all the cases before they could 
be considered cured. 

In the discussion, Lesné said that he had followed six cases 

in children over a period varying from two to nine years. 
They appeared to be definitely cured following a diet rich in 
proteins, but practically salt free, combined with intensive and 
prolonged use of thyroid extract. Artificial fever therapy can 
be employed only if there is no coexistent nephritis. 
- Dr. Robert Clement had been able to find thirty-nine observa- 
tions of pure lipoid nephrosis. Four cases had been cured by 
artificial fever therapy but a transitory exacerbation of the 
clinical symptoms and increase of protein-lipid disturbance of 
equilibrium had been noted in all four. 

The favorable influence of artificial fever and thyroid treat- 
ment may perhaps clear up the pathogenesis of lipoid nephrosis, 
which calls for an entirely different treatment from that of an 
ordinary nephritis. 
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At the June 3 meeting of the same society, a case of typical 
lipoid nephrosis in a child was reported by Dr. E. Lesné and his 
associates. The patient had been under observation between 
the ages of 2% and 8 years. When first seen in August 1932 
there was a history of the sudden appearance of a generalized 
edema, beginning in the eyelids and accompanied by a marked 
albuminuria. The examination of the blood and urine confirmed 
the diagnosis of lipoid nephrosis. The treatment was the same 
as that outlined by Professor Rathery, viz., 100 Gm. of meat, 
one egg without salt daily and thyroid extract. The child at 
present appears normal in every respect, confirming the gener- 
ally accepted view that the prognosis is favorable if the lipoid 
nephrosis is not accompanied by a nephritis. 


Anuria Following Removal of Parathyroid Adenoma 

An interesting case of hyperparathyroidism was reported by 
Drs. Moulonguet and Liévre at the May 6 meeting of the 
Société médicale des hépitaux. The patient was a woman who 
had never been ill up to the age of 45, at which time (December 
1935) a marked polydipsia and loss of weight were noticed. In 
July 1937 muscular weakness especially of the lower extremities 
appeared and a small tumor of the upper jaw was curetted, 
which was found on microscopic examination to be a giant cell 
sarcoma. She was first seen by Drs. Moulonguet and Liévre 
in January 1938 and complained of weakness, headaches and 
palpitation. Examination revealed marked atrophy of the leg 
muscles, normal reflexes, and absence of the Chvostek sign and 
of any sensory changes. There was an increase in the calcium 
but decrease in the phosphorus content of the blood. The neuro- 
muscular reaction to both faradic and galvanic currents was 
diminished. Radiography of the skeletal bones r«vealed areas 
of absorption in the cortical portions of the long bones and 
scapula as well as of the skull. The diagnosis oi parathyroid 
adenoma was based on the polydipsia, anorexia, constipation, 
muscular weakness and giant cell tumor of the jaw taken in 
conjunction with the blood count and the electrical and radio- 
logic observations. A week after admission to the hospital, a 
right-sided tumor at the upper pole of the thyroid, which on 
microscopic study proved to be parathyroid adenoma, was 
removed. A third of the tumor was inserted under the skin of 
a guinea pig, which was killed eighteen days later. Some foci 
of bone resorption were found in the femur of the animal. The 
operation for removal of the parathyroid adenoma was followed 
by an anuria of forty-eight hours’ duration accompanied by a 
rise to 260 mg. per hundred cubic centimeters of the urea con- 
tent-of the blood. The anuria receded following use of physio 
logic solution of sodium chloride. The authors believe that the 
anuria can be explained as the result of the sudden cessation 
of the polyuria which had been due to the diuretic action of the 
parathyroid hormone before operation. 


Action of the Lung on Bacteria in the Blood 
The lungs play an important part in the struggle against 
infections, according to Professor Binet and Dr. Jaulmes of the 
physiology department of the Paris Medical School. Their 
research work was reported at the May 31 meeting of the 
Académie de médecine. In their experiments, after the lung 
was isolated aseptically it was aerated rhythmically and perfuseé 
with citrated blood under physiologic conditions of temperature 
and atmospheric moisture. When cultures of various bacteria, 
such as the enterococcus, Staphylococcus aureus, hem 
streptococcus, anthrax and Bacillus pyocyaneus, were injected 
into the blood used to perfuse the lung, a gradual disappearanct 
was noted of the bacteria in the blood circulating in the 1s 
lung. No such destruction of bacteria took place in ¢ 
blood kept in the incubator and inoculated with the same bat 
teria. This disappearance of bacteria exposed to the action of 
the lung is so marked that from 85 to 95 per cent of the inoct 
lated mediums remained sterile at the end of one hour ane # 
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were sterile during the following two hours. Three factors 
appear to enter into action, the blood in the form of blood 
platelets and phagocytes, the atmospheric gases entering the 
alveoli and the action of the pulmonary tissue itself. Of these, 
it was believed that the first and last were the most important 
in the destruction of bacteria in the pulmonary vessels. The 
same results were obtained in.a.series of forty-eight experiments. 


Raynaud Syndrome Treated by Irradiation 
of the Hypophysis 
An effort is being made by neurologic surgeons to control 
certain syndromes due to vasomotor dysfunction by sympathec- 
tomy and removal of the stellate ganglion. A case reported 
by Etienne May and his associates at the May 6 meeting of the 
Société médicale des hdpitaux is of interest because of the 


failure of operative intervention and the success of irradiation 
of the hypophysis. The patient was a woman aged 47, who 
had been fir:: seen in November 1936 complaining of a Raynaud 
syndrome localized in the right hand, in the form of severe 
pain, cyanos s and evidences of poor circulation, most marked 
in the finge:-. A perisympathectomy of the brachial artery in 
December 1°36 failed to give any relief, so a removal of the 
stellate gang!ion was done about a month later, but the cyanosis, 


coldness and severe pain in the fingers persisted. In October 
1937 irradiat'on of the hypophysial region was begun at the rate 
of two treatients a week. A total of 1,500 roentgens was given 
and an imme liate improvement noted in the circulation of the 
hand, and at the time the case was reported the Raynaud syn- 
drome had completely disappeared. The authors believe that 
irradiation oi the hypophysis is especially indicated in cases of 
vasomotor dysfunction occurring during the menopause. 


in Memory of Prof. Léon Bernard 

The medica! profesison of France sustained a great loss by 
the death of t!\« phthisiologist Prof. Léon Bernard. At a memo- 
tial meeting ai the Hopital Laénnec June 12, a bas-relief was 
presented to the tuberculosis clinic by his many admirers. 
Prof. Robert JJebré, a former assistant of Professor Bernard, 
spoke of how happy the latter had been during his serivce at the 
Hopital Laénnec, so full of souvenirs of Laénnec himself and 
of Landouzy. From 1928 to the time of his death Professor 
Bernard had supervised a tuberculosis service which was visited 
by specialists of all countries. His work in the establishment of 
antituberculosis dispensaries all over France and its colonies has 
rendered invaluable service in combating a disease which is very 
prevalent in France. 


Death of Prof. Jean Darier 


One of the leading French dermatologists, Prof. Jean Darier, 
has died at an advanced age. His textbook is used in many 
countries. He was a pupil of Ranvier and of Malassez, and he 
acquired from them a thorough knowledge of the normal and 
the pathologic structure of the skin. Darier’s clinic was 
frequently visited by dermatologists from all parts of the world. 
His articles on tuberculosis as well as on syphilis and cancer of 
the skin represented a great deal of research on these subjects. 


Congress on Renal Insufficiency ° 


_ The Second congress devoted to questions relating to renal 
insufficiency will be held at Evian, September 21-24. The 
President is Prof. F. Rathery of Paris. Those who desire 
information regarding the congress are asked to write to the 


retary of the Renal Insufficiency Congress, 138 rue des 
8-Elysées, Paris, 


Twenty-Fifth Hygiene Congress 
“ann year’s meeting of the Hygiene Congress will be held as 
at the Pasteur Institute of Paris. The provisional pro- 
oe the Proposed plan of sanitation in France, relation 
iii.” Public health, the part played by mutual insurance 
Ons against illness and by social insurance in public 
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health, and a series of conferences on hygiene and public health 
as well as protection against chemical warfare. For information 
write to Dr. X. Leclainche, 18 rue de Tilsitt, Paris 17. 


BERLIN 
(From Our Regular Correspondent) 
June 4, 1938. 


The Survival of Diabetic Patients 


Dr. Kestermann and Dr. Schuwicht: investigated 754 diabetic 
patients who within the last decade had been treated at the 
medical clinic of the University of Marburg on the Lahn. The 
males preponderated (56.9 per cent) and they outnumbered the 
females up to the age of 50, whereas in the older age group 
the distribution according to sex was about equal. The mor- 
tality was 7 per cent (fifty-three fatalities) ; twenty-one patients 
(2.8 per cent of the total number) died in coma. The latter 
were all first hospitalized at least eight hours after onset of 
the coma. The average duration of illness of the patients who 
died in the hospital (about 3.9 years) approximated the cor- 
responding figure for the preinsulin era. The mean age at 
death was 53.2 years, in contrast to the mean age of 44.8 
years in the preinsulin era. Among 528 diabetic patients dis- 
charged and followed up, 29.5 per cent died. The most fre- 
quent cause of death was circulatory decompensation; the 
second most frequent cause, diabetic coma. Of the survivors, 
30 per cent adhered to a strict diet and 58 per cent to a mod- 
erately strict diet, while the diet of 12 per cent was virtually 
unregulated. Of the patients receiving insulin at the time of 
discharge, 64 per cent continued to have frequent injections, 
9 per cent had occasional injections and 10 per cent discon- 
tinued the medication. Of the 372 survivors, 70 per cent were 
completely symptom free and able to work, 20 per cent were 
partially incapacitated and 10 per cent were completely 
incapacitated. 


Experimentation with Liver Function 


Prof. Franz Fischler, clinician, of Munich, who has done 
experimental research on the liver, reported on his investiga- 
tions before the Munich Medical Society. The principal role 
of the liver in carbohydrate metabolism is the formation of 
new sugar. Professor Fischler has studied the influence of 
the rare earths on the liver. Repeated intravenous injections 
of a preparation of these substances in relatively small doses 
induce severe degeneration of the liver in the form of central 
necrosis of the lobules. The effect of the rare earths quickly 
subsides; regeneration ensues, with numerous mitoses in the 
parenchymal tissue of the liver. A further series of injections 
leads to atrophy of the organ, and the animal is threatened 
with a perhaps fatal hypoglycemia. Urinalysis done during 
the height of the effect discloses the presence of urobilin and 
urobilinogen, together with leucine and tyrosine. In these 
experimental degenerative processes the centrum of the acinus 
is the usual point of attack; the cells of the region liquefy, 
and the intermediate connective tissue undergoes proliferation. 
The effect of the rare earths may be diminished by injections 
of dextrose solution. The observation that intravenous injec- 
tion of the rare earths in relatively small doses can produce 
a greatly intensified coagulability of the blood, which lasts for 
several hours, leads Fischler to envisage the possibility of 
using salts of these earths to prevent the formation of thrombi. 


Prof. Herman Gocht Is Dead 


Prof. Herman Gocht, for many years ordinarius in ortho- 
pedics at Berlin University, died May 18, aged 69. At a time 
when orthopedics was in its infancy, it was Gocht who per- 
formed fundamental pioneer services for this discipline. Ortho- 
pedic therapy has been greatly enriched by him. Gocht also 
was an editor. He had been chosen to preside over the con- 
gress of the International Society of Orthopedic Surgery to 
be held in Berlin next year. 
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AUSTRALIA 
(From Our Regular Correspondent) 
June 21, 1938. 
National Health Insurance 


Despite numerous difficulties and considerable opposition from 
sections of the community, the government has succeeded in 
steering the national health and pensions insurance bill through 
the House of Representatives, and it is expected that the scheme 
will be in full operation by Jan. 1, 1939. Objections by members 
of the British Medical Association in Australia to the capitation 
fee of 11 shillings have been met by the government with action 
for a complete investigation, and a royal commission will be 
set up as soon as practicable to advise on the payment to be 
made to practitioners under the scheme. The government has 
also allowed the profession some concessions in the way of 
extra fees for certain treatments. These fees will be paid by 
the patient for anesthetics, major operations, roentgenograms 
and pathologic examinations, treatment of venereal diseases and 
treatment of mishaps consequent on pregnancy. The dispute 
concerning capitation fees will not interfere with the early 
appointment by the government of between twenty-five and 
thirty doctors to supervise the operation of the medical services 
under the scheme. They will be selected from the ranks of 
general practitioners in each state and will be salaried officers 
of the commonwealth government. It will be the duty of these 
regional physicians to smooth out difficulties in the operation 
of the plan and to assist practitioners generally in running the 
insurance service. 

The original bill has suffered several amendments in its 
passage through the house. The government has decided to 
institute a voluntary subsidized system under which medical 
benefits will be extended to the wives and children of insured 
men. This decision will affect 700,000 families, and the cost to 
the government will be approximately £175,000 a year. It is 
proposed that practitioners receive 18 shillings a year for every 
insured family brought into the scheme by voluntary contribu- 
tion, irrespective of size, plus the capitation fee for the com- 
This is based on the friendly society 
far ily unit of 3.2 persons per family, for which doctors in 
New South Wales, under the friendly society schemes, receive 
29 shillings. Insurance companies have been excluded from the 
list of approved societies to administer the medical benefit 
section of the scheme, which means that friendly societies and 
trade unions will have almost a monopoly of the health adminis- 
tration. Government employees are excluded from the scheme 
when their own superannuation and provident schemes give 
benefits equal to those provided by national insurance. Hospital 
employees have also been exempted from contributions for 
health benefits when medical care and treatment provided by 
the hospital is not less than that provided under the national 
scheme. 


pulsory insured worker. 


BENEFITS 


Benefits to which insured persons are entitled under the 
scheme as it now stands are medical treatment, including medi- 
cines and certain medical and surgical appliances ; sickness bene- 
fits for men of 20 shillings a week and for women of 15 shillings, 
with an additional allowance of 3s. 6d. a week for each depen- 
dent child under 15; disablement benefits of 15 shillings a week 
for men and 12s. 6d. for women, with an allowance of 3s. 6d. 
for each child; old age pensions of 20 shillings a week for 
men over 65 years of age and 15 shillings a week for -women 
over 60 years of age, together with medical attendance and 
treatment; widow’s pensions of 15 shillings a week for life or 
until remarriage, with 3s. 6d. a week for each child; orphans’ 
pensions of 7s. 6d. a week for each orphan child of an insured 
person, including insured widows. To secure. these benefits, 
male workers earning less than £365 a year are required to pay 
ls. 6d. per week and female workers 1 shilling a week. Women 
may voluntarily contribute another. sixpence a week.to. qualify 
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for an old age pension of £1 instead of 15 shillings. Each com. 
pulsory contribution will be subsidized by an equal contribution 
from the employer. Juvenile contributors—that is, employees 
between 14 and 16 years of age—will pay fivepence a week 
and will be entitled to medical treatment and sickness pay of 
5 shillings a week until they qualify for adult benefits. Insured 
men may voluntarily insure for the extension of medical benefits 
to their wives and children. This will cost those who wish to 
enrol sixpence a week, and the government will contribute 
5 shillings a head annually for every married contributor, 


ITALY 
(From Our Regular Correspondent) 
June 15, 1938, 


Soldiers to Be Immunized Against Tetanus 


Italian soldiers have been immunized heretofore against 
smallpox, typhoid and paratyphoid. From now on they will 
also be immunized against tetanus, according to orders recently 
given by the board of officers of the general center of military 
sanitation. This type of immunization is important, as it pro- 
tects soldiers while they are in service and also afterward, 
when they are liable to suffer from wounds in industrial acci- 
dents. A mixed vaccine containing tetanic anatoxin in a sus- 
pension of typhoid and paratyphoid A and B bacteria has been 
prepared for the purpose. Each cubic centimeter of tetanic 
anatoxin contains 500 million fyphoid bacilli and 375 million 
each of A and B paratyphoid bacilli in suspension. The anti- 
typhoid vaccine which has been used heretofore in immunizing 
soldiers is to be replaced by the polybacterial vaccine. The 
latter is given in doses of 1 cc., the injection being given in 
the pectoral region with an interval of fifteen days between 
injections. 

Society Meets in Bologna 

The Societa Medico-chirurgica of Bologna met recently with 
Prof. Giovanni Dagnini, president. Professor Dell’Acqua 
reported the results of observations which were carried on in 
twelve cases of grave forms of Weil’s disease in the medical 
clinic of Bologna from 1930 to 1937. The biologic test was 
positive in three cases. In one case the spirochete was isolated 
from the urine. The speaker advocated a combined treatment 
of intravenous injections of sodium chloride and injections of 
adrenal cortex preparations. The former are of special value 
in the presence of hyperazotemia and chloropenia, whereas the 
latter control the grave asthenia which accompanies the 
condition. 

Professor Paltrinieri spoke on the reaction of sarcoma to 
roentgen irradiation. The classification of sarcoma from a 
roentgenologic point of view is difficult. In the majority of 
cases sarcoma does not originate in proliferating cells, which 
are frequently the origin of spinocellular epithelioma and con- 
stantly the origin of lymphosarcoma. There are no criteria 
by which the radiosensitivity of a sarcoma can be determined 
before treatment. Osteosarcoma and fusocellular sarcoma are 
forms with high resistance to roentgen irradiation, whereas 
anaplastic sarcoma of either small or large round cells is 
highly responsive to the treatment. The responsiveness of 
lymphosarcoma is apparent rather than real. Clinical and 
sometimes complete reversion of the tumor frequently follows 
the first few irradiations. However, for obtaining complete 
destruction of the tumor, large doses are necessary. Primary 
lymphosarcomas have a tendency to reappear after roentgen 
treatment. They appear in the form of neoplastic degeneration 
in lymphatic structures other than the primary seat, especially 
at the hilus of the liver and the retroperitoneal lymph 

Professor Migliori reported the résults of studies of the 


electrocardiograms of healthy premature infants. The = 
frequent changes were low voltage of all waves, ¢s ; 
q g g hich was 


the first lead; predominance of the right ventricle, w 
shown in nine. of .ten cases;. a ‘short period of atr 








th 


aft 
clit 




























. A, 
1938 


tion 
yees 
reek 
y of 


efits 
h to 
bute 


8, 


ainst 
will 
ently 
itary 
pro- 
vard, 
acci- 
sus- 
been 
tanic 
illion 
anti- 
izing 

The 
en in 
ween 


with 
\cqua 
on in 
edical 
t was 
lated 
tment 
ns of 
value 
as the 
s the 


na to 
‘om a 
ity of 
which 
1 con- 
riteria 
mined 


1a are 


Votume 111 MARRIAGES 


NumBER 5 


conduction, with an average of from 0.08 to 0.11 second, and 
systole of long duration, which represented the 59.3 per cent 
of a cardiac revolution. The electrocardiograms of premature 
infants of low vitality showed the constant presence of brady- 
cardia, prolongation of the systole up to 0.5 second and defor- 
mations or complete negativity of the ST deflections and the 
T wave in the second and third, derivations. 

Professor Caliceti said that in the course of acute suppura- 
tive otitis media he has observed a painful spot at the lower 
end of the retro-auricular furrow in the anterior portion of 
the tip of the mastoid. The pain is dull and becomes inten- 
sified by pressure on the concave space between the posterior 
border of the ascending branch of the lower maxilla and the 
latero-antral wall of the tip of the mastoid. It is caused either 
by neuralgia or by neuritis of the auriculotemporal nerve. 


Care of the Sick in Hospitals 

The problem of the -reorganization of services rendered the 
public in the provinces is given attention by the Ministry of 
Internal Affairs. It was decided that minor hospitals will work 
as branches of central directing provincial hospitals. The aim 
of the reorganization is to give the public, especially patients of 
moderate means, the necessary care in sickness. All hospitals 
will be coordinated. The number of hospitals secondary to a 
central provincial hospital will depend on the amount of illness 
in the population of the province and on the economic condition 
of the population. Secondary hospitals will work, in turn, as 
central hospitals for infirmaries and centers for the medical care 
of ambulant patients. Military hospitals as well as insane 
asylums are included in the reorganization. 


School for Police Research 


A course in technical consultation on anthropology and 
psychology as applied to delinquents in police work is being 
given at the school for police research in Rome. Practical and 


technical observations of juridical police, identification and | 


technic for detection of crime have been carried on with pris- 
oners. Military and civilian physicians are enrolled in the 


course, 
Trachoma 


The Department of Public Health is studying the prevalence 
and the prevention of trachoma in the provinces. Every provin- 
cial physician must inform the investigating committee as to the 
number of departments, hospitals and other centers for the treat- 
ment of trachoma in the cities or towns in which he works, 
how the antitrachoma crusade is carried on for school children 
and whether there are colonies for trachomatous children and 
ophthalmologic clinics. cate 


Prof. Domenico Taddei, head of the Clinica Chirurgica of 
the University of Florence, is dead. He was born at Ferrara 
in 1875 and received the degree of M.D. in 1899. Shortly there- 
after he was appointed assistant professor of anatomy and 
clinical Surgery at Padua University; later he was appointed 
to the chair of clinical surgery of the University of Florence. 
He was a teacher of surgery for twenty-five years. He wrote 
textbooks on surgical diagnosis and surgical pathology. His 
clinical lectures were published .in two volumes. His articles 
in the field of surgery number more than 200. Professor Taddei 
was a pupil of Albarran. He wrote a volume on renal tumors 
and many articles on surgical technics for the treatment of 
Pg nephritis, exstrophy of the bladder, anastomosis of 

€ ureter and modifications of the ureter after nephrectomy. 

+ was appointed recently as speaker to the Congress of the 
ie opr di Chirurgia. On that occasion he spoke on 
Tadde $ of surgical treatment of renal‘ lithiasis. Professor 

+! Was a founder member of the Societa Tosco-Umbra di 
Kata member of medical societies in Italy and abroad, 

Clisica ok of the Societa Italiana di Chirurgia, editor of 
nasionale ty trurgica and associate editor of Rassegna inter-. 
clinica e terapia. 


BELGIUM 


(From Our Regular Correspondent) 
June 1, 1938. 


Use of Drugs by Athletes 


Drs. Govaerts, Anciaux and Plasch spoke before the Société 
Médicale Belge d’Education Physique et de Sports, asking the 
society to concern itself with the problem of the use of drugs 
by athletes. The speakers presented a report on the drugs 
most frequently used by athletes for increasing their efficiency 
during sports. This practice should be severely prohibited. 
The substances most frequently used are alcohol, melissa water, 
strychnine and digitalis preparations. It is necessary to find 
out some simple reactions which can be used to ascertain the 
condition of athletes. Members of the society unanimously 
voted as follows: The Société Médicale Belge d’Education 
Physique et de Sports, the only Belgian organization of physi- 
cians who specialize in physical education, recently met to 
discuss the use of drugs by athletes. The problem was brought 
to the attention of the society by the Belgian Olympic National 
Committee. It was resolved that doping is a dangerous prac- 
tice which is detrimental both to the health of the person and 
to the morals of athletes. It should be controlled by the most 
severe restrictions. Athletic efficiency is acquired by following 
the proper rules of hygiene and a rational progressive train- 
ing under supervision of a physician. The society voted to have 
the athletic clubs obtain the services of a physician, preferably 
one who has specialized in physical education. 


Poison from Exotic Woods 


Dr. Hubinont reported in the Revue de pathologie et de 
physiologie du travail cases of poisoning in workers on exotic 
woods. The author says that several carpenters acquired indus- 
trial dermatosis from handling kambala, a wood from a species 
of colonial trees. He advises the following measures for prevent- 
ing the toxic reactions: 1. Constant elimination of dust by 
means of powerful electrical fans. 2. Use of overalls during 
work. Closure of the clothes as hermetically as possible by the 
use of elastic bands at the wrist and the ankles. Protection of 
the body and especially of the genitalia by using an apron of 
strong material. Workers who show sensitivity to the woods 
in reactions of the eyes have to use eyeglasses during work, 
which should be distributed by the industrial firm. It is advis- 
able, before beginning work, to apply some powder of either 
kaolin or talc on the hands.and face. Workers in exotic woods 
are instructed to have a careful washing of the hands before 
taking anything to the mouth, before dining and before urinating. 





Marriages 


CueEsTeR CotweLt BrummMett, Middlesboro, Ky., to Dr. 
CATHERINE Boyp BE Lt of University, Miss., June 9. 

WiLit1AM GARLAND TALMAGE, Succasunna, N. J., to Miss 
Anne Radford Trott of Staunton, Va., May 27. 

FraNK Woorrmce Buckner, Davidson, N. C., to Miss 
Katherine Kern of Durham, June 11. 

James G. Tetrer, La Crescenta, Calif., to Miss Margaret 
Baldwin of Manila, P. I., March 22. 

Louis Puiip Barey, Nathalie, Va., to Miss Telia Barner 
Barksdale of Sutherlin, June 18. 

ArcHER W. BisHop to Miss Mary Ellen Baker, both of 
Knoxville, Tenn., in June. 

CaALtvIN LANE Stewart, Abington, Pa., to Miss Willard Noel 
of Johnstown, May 11. 

Jacosp Brem, Boston, to Miss Martha Louise Herwitz of 
Swampscott, July 10. 

Lewis DANZIGER to Miss Margaret Louise Ballantyne, both 
of Baltimore, July 2. 


Joseph A. BEEMAN to Miss Emma Pohl, both of Portland, 
Ore.. May 14. 
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Deaths 


Henry Ottridge Reik ® Weehawken, N. J.; University of 
Maryland School of Medicine, Baltimore, 1891; member of the 
Medical and Chirurgical Faculty of Maryland, American Laryn- 
gological, Rhinological and Otological Society, American 
Ophthalmological Society and the American Otological Society ; 
fellow of the American College of Surgeons; associate in 
ophthalmology and otology, Johns Hopkins University School 
of Medicine, Baltimore, 1896-1912; formerly executive secretary 
of the Medical Society of New Jersey and editor of its journal ; 
served during the World War; in 1924 was promoted to colonel 
in the U. S. Army Reserve Corps; secretary general of the 
International Otological Congress from 1909 to 1921; past 
president of the American Institute of Medicine; formerly editor 
of the International Medical and Surgical Surveys; formerly 
on the staffs of the Baltimore Eye, Ear and Throat Charity 
Hospital, Cambridge (Md.) Hospital and the Salisbury (Md.) 
Hospital; author of “Surgical Pathology and Treatment of 
Diseases of the Ear,” “Diseases of Ear, Nose and Throat” and 
“Conservation of the Special Senses”; aged 70; died, June 2, 
of coronary thrombosis and myocarditis. 

Henry Turman Byford ® Chicago; Chicago Medical Col- 
lege, 1873; professor of gynecology emeritus, University of 
Illinois College of Medicine; member of the Western Surgical 
Association; fellow of the American College of Surgeons; on 
the staffs of St. Luke’s and Chicago Lying-in hospitals ; honor- 
ary president of the International Congress of Gynecology in 
1896 and president of the Chicago Gynecological Society during 
1887 and 1888; author of “Manual of Gynecology”; joint 
author of “Diseases of Women,” “American Text Book of 
Gynecology” and various other books and papers on the subject 
of gynecology ; aged 84; died, June 5, of chronic myocarditis and 
nephritis. 

Lawrence F. Flick, Philadelphia; Jefferson Medical College 
of Philadelphia, 1879; formerly medical director of the Henry 
Phipps Institute; in 1920 was awarded the Laetare Medal by 
Notre Dame University ; founder of the Free Hospital for Poor 
Consumptives and the White Haven (Pa.) Sanatorium Associa- 
tion and past president; received honorary degrees from the 
Catholic University of America, Villanova College and St. 
Vincent College; author of “Consumption, a Curable and Pre- 
ventable Disease,’ and “Development of Our Knowledge of 
Tuberculosis,” and also numerous articles on pulmonary diseases ; 
aged 81; died, July 7. 

George Emile Neuhaus, Omaha; Bellevue Hospital Medical 
College, New York, 1891; assistant professor of neurology, 
Creighton University School of Medicine; at one time assistant 
professor of neurology and psychiatry, University of Colorado 
School of Medicine, Boulder; fellow of the American College 
of Physicians ; member of the Central Neuropsychiatric Associa- 
tion; on the staffs of St. Catherine’s Hospital, Lutheran Hos- 
pital and the Creighton Memorial St. Joseph’s Hospital; at one 
time physician in charge of the Mount Airy Sanitarium, Denver ; 
aged 72; died suddenly, May 15, of cerebral hemorrhage. 

Jacob Oshlag © New York; Eclectic Medical College of the 
City of New York, 1896; College of Physicians and Surgeons, 
Boston, 1910; served the Manhattan State Hospital in various 
capacities ; consultant physician to the Central Islip State Hos- 
pital and attending physician at the New York City Cancer 
Institute ; at one time on the staff of the Bellevue Hospital ; was 
a member of the advisory council of the city department of 
hospitals ; aged 72; died, May 18, of cerebral hemorrhage. 

Clarence Snow ® Salt Lake City; Utah; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1908 ; formerly member of the city board of health, state board 
of health, board of education and board of medical examiners ; 
for many years on the staffs of the Latter-Day Saints Hospital ; 
chairman and member of the board of regents of the University 
of Utah; aged 63; died, June 27, of cerebral hemorrhage. 

Josiah Meigh @ Bernardsville, N. J.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1899; past 
president of the Somerset County Medical Society; medical 
inspector of the township schools for many years and was 
president of the board of health; on the staff of the All Souls 
Hospital, Morristown; aged 67; was found dead, May 26, of a 
self-inflicted bullet wound. 

George Gregor Bohrer, New York; University and Belle- 
vue Hospital Medical College, New York, 1908; member of the 
Medical Society of the State of New York; at one time adjunct 
professor of pediatrics at the New York Polyclinic Medical 
School and Hospital; on the staffs of the Seaside Hospital, 
Staten Island, and Lutheran Hospital; aged 61; died, May 31, 
of acute myocardtis. 
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Herman Samuel Gove ® Linn, Mo.; Marion-Sims College 
of Medicine, St. Louis, 1901; director of medical licensure, and 
for many years director of the department of child hygiene, state 
board of health; past president of the state board of health and 
at one time temporary health officer; formerly health officer of 
Osage County; aged 58; died, June 1, at the Jewish Hospital 
St. Louis, of coronary thrombosis. : 

Edwin Cox Donnald, Linden, N. J.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1916; member of the 
Medical Society of New Jersey; served during the World War: 
formerly police and fire physician; aged 49; on the staffs of 
the Rahway (N. J.) Hospital, St. Elizabeth Hospital and the 
Elizabeth General Hospital, where he died, May 15, of carcinoma 
of the pancreas. 

Philip Benjamin Matz ® Washington, D. C.; Long Island 
College Hospital, Brooklyn, 1908; member of the Kansas Medi- 
cal Society and the American Society of Clinical Pathologists: 
fellow of the American College of Physicians; chief of medical 
research subdivision, Veterans Administration; served during 
the World War; aged 52; died, June 25, in Santa Monica, Calif, 

George Anthony Zeller, Peoria, I1l.; St. Louis Medical 
College, 1879; member of the Illinois State Medical Society ; 
veteran of the Spanish-American War; formerly state alienist; 
at one time superintendent of the Peoria State Hospital, and 
managing officer of the Alton (IIl.) State Hospital; aged 79; 
died, June 29, of cardiac insufficiency and bronchopneumonia. 

William Clinton Johnson, Denver; Columbia University 
College of Physicians and Surgeons, New York, 1909; professor 
of pathology at the University of Colorado School of Medicine; 
member of the American Association of Pathologists and Bac- 
teriologists; at one time professor of pathology at his alma 
mater ; aged 53; died, June 24, of cerebral hemorrhage. 

Claude Spencer Beebe ® Milwaukee; Wisconsin College of 
Physicians and Surgeons, Milwaukee, 1904; member of the 
American Academy of Ophthalmology and Oto-Laryngology; 
aged 60; on the staffs of the Milwaukee Children’s Hospital, 
Milwaukee County Hospital and the Milwaukee Hospital, where 
he died, May 24, of carcinoma of the transverse colon. 

Daniel Gilmore Simpson @ Warren, Ohio: College of 
Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1898; member of the Radiological 


‘Society of North America; was president of the staff of 


St. Joseph’s Riverside Hospital; aged*67; died, April 14, of 
coronary thrombosis and hypertension. 

Allan John Cameron, Herman, Neb.; Trinity Medical Col- 
lege, Toronto, Ont., Canada, 1900; member of the Nebraska 
State Medical Association; past president of the Washington 
County Medical Society and vice president of the Nebraska State 
Medical Association; served during the World War; aged 62; 
died, May 4, of coronary thrombosis. 

Francis Le Sirelle Reder ® St. Louis; St. Lodis Medical 
College, 1884; member of the Southern Surgical Association; 
fellow of the American College of Surgeons; past president of 
St. Louis Medical Society ; consulting surgeon to the Deaconess, 
St. John’s, St. Ann’s and St. Louis City hospitals; aged 73; 
died, May 18, of coronary sclerosis. 

James E. Luckey, Wolflake, Ind.; Medical College of 
Indiana, Indianapolis, 1892; member of the Indiana State Medi- 
cal Association; past president of the Noble County Medical 
Society; part owner of a hospital bearing his name; aged /2; 
died, May 14, in the Methodist Episcopal Hospital, Fort Wayne, 
of disease of the prostate. 

Frederick Cameron McIsaac, Chattanooga, Tenn. ; Chatta- 
nooga Medical College, 1896; member of the Tennessee State 
Medical Association; formerly health officer of Chattanooga, 
served during the World War; at various times on the staits 
of the Erlanger and Children’s hospitals ; aged 64; died, May 22. 

Vincent Francis Mendillo ®@ New Britain, Conn.; = 
University School of Medicine, New Haven, 1924; fellow of 1 
American College of Surgeons; chairman of the city bos 
health; on the staff of the New Britain General Hospital ; 

37; died, May 20, of cerebral hemorrhage and hypertension. 


John Eugene Black, Shelton, Conn. ; Yale University 5c 


of Medicine, New Haven, 1908; member of the Conne pa 
State Medical Society; member of the board of education; i 
57; died, May 30, in the New Haven (Conn.) a 


pital of hypertensive heart disease and bronchopneumoma. ie 
John G. Love ® Sedalia, Mo.; Beaumont Hospital Med 
College, St. Louis, 1900; past president of the Pettis_ 
Medical Society ; member of the American Academy oi ‘i 
mology and Otolaryngology; formerly on the staff. 5 ee 
H. Bothwell Memorial Hospital ; aged 61; died, May }»- 
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Frederic James Morrison, Noroton Heights, Conn.; Col- 
lege of Physicians and Surgeons, Baltimore, 1911; served during 
the World War; at one time member of the board of health of 
Norwalk; on the staff of the Fitch’s Home and Hospital ; aged 
53; died, May 24, in Norwalk, of intestinal obstruction. 

Herman John Brackney, Sheldon, Iowa; State University 
of Iowa College of Medicine, Iowa City, 1905; member of the 
Iowa State Medical Society; secretary and past president of the 
O'Brien County Medical Society; served during the World 
War; aged 56; died, May 4, of coronary thrombosis. 

Lazarus Karp ® Richmond, Va.; Medical College of Vir- 
ginia, Richmond, 1909; at one time instructor in practice of 
medicine and instructor in physiology, clinical assistant in prac- 
tice of medicine and lecturer on physiology at his alma mater ; 
aged 53; died, May 23, of coronary occlusion. 

James Kyron Nelson @® Youngstown, Ohio; University 
of Louisville (Ky.) Medical Department, 1911; fellow of the 
American College of Surgeons; past president of the Mahoning 
County Medical Society ; on the staff of St. Elizabeth’s Hospital ; 
aged 52; dic, May 7, of coronary thrombosis. 

Benjamin Edward De Lozier, Maryville, Tenn. ; Tennessee 
Medical College, Knoxville, 1906; member of the Tennessee 
State Medici! Association; served during the World War; 
formerly member of the state legislature; aged 56; died in May 
ina hospital! at Knoxville, of pneumonia. 

William 1. Honn, Champaign, Ill.; National Medical Col- 
lege, Chicas, 1899; member of the Illinois State Medical 
Society; pas: president of the Champaign County Medical 
Society; age | 66; on the staff of the Burnham City Hospital, 
where he dic May 7, of heart disease. 

Herbert =~. Murray, Owen Sound, Ont.; Queen’s Uni- 
versity Facu'ivy of Medicine, Kingston, 1896; fellow of the 
American C.!'ege of Surgeons; on the staff of the General and 
Marine Hosp:\.l ; aged 64; died, April 18, of pneumonia, follow- 
ing an opera:.on for acute appendicitis. 

Holland {odd Ground @ Grants Pass, Ore.; College of 
Physicians ai) Surgeons of Chicago, School of Medicine of the 
University of [ilinois, 1907; served during the World War; on 
the staff of tc Josephine County General Hospital; aged 54; 
died, May 29, of cerebral hemorrhage. 

John August Derivaux, Newark, N. J.; University of 
Pennsylvania !epartment of Medicine, Philadelphia, 1908 ; mem- 
ber of the Medical Society of New Jersey; served during the 
World War; on the staff of the Memorial Hospital; aged 52; 
died, May 18, of coronary thrombosis. 

William Harvey Higgins, Providence, R. I.; Leonard 
Medical Schoo!, Raleigh, N. C., 1902; member of the Rhode 
Island Medical Society; past president of the National Medical 
Association; aged 65; was killed, May 20, when he jumped 
from the fire escape on the fifth floor. 

Flemming Loureston Liggitt, Rankin, Ill.; College of 
Physicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1901; president of the school board; aged 
64; died, May 17, in the Lake View Hospital, Danville, of 
hemiplegia and cerebral hemorrhage. 

Ross Huston ® Des Moines, Iowa; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1907; vice president of the. Bankers Life Company 
and for twenty-two years the medical director; aged 56; died, 

ay 2, of coronary thrombosis. 

Arthur Vannevar Pierce, New Bedford, Mass.; Boston 
University School of Medicine, 1908; member of the Massa- 
Chanetts Medical Society; served during the World War; 

ormerly school physician; aged 56; died, May 1, in Fairhaven, 
of coronary thrombosis, 
; Max Ghertler, Miami, Fla.; Bellevue Hospital Medical Col- 
use, New York, 1895; member of the Florida Medical Associa- 
on; formerly member of the board of health of New York; 
aged 70; died, May 10, in the Jackson Memorial Hospital of 
Coronary thrombosis. 
robert Forrest McKown, Lyman, S. C.; University of 
snnessee Medical Department, Nashville, 1894; member of the 
a ee Association; aged 78; died, May 2, in 
e Ospital, a. i i i 
extraction of oh partansburg, of septicemia following the 
Hopeust James Raggi © New York; University and Bellevue 
St. Vj ledical College, New York, 1911; on the staffs of 
ine een S and Columbus hospitals; aged 49; died, May 20, 


ickerbocker Hospital injuri i i 
ackident. pital, of injuries received in an auto- 


Isadore Brickman, Alexandria, La.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1928; member of 
the Louisiana State Medical Society; superintendent of the 
State Colony and Training School; aged 35; died, May 15, of 
angina pectoris. 

J. L. Hoover, Beechgrove, Tenn.; University of Tennessee 
Medical Department, Nashville, 1894; chairman of the county 
board of education; aged 80; died, May 10, in the Rutherford 
Hospital, Murfreesboro, following an operation for appendicitis 
and gallstones. 


Leonard Julius Bernstein, Wellsburg, W. Va.; Western 
Reserve University School of Medicine, Cleveland, 1915; mem- 
ber of the West Virginia State Medical Association; formerly 
county health officer ; aged 49; died, May 5, of subacute bacterial 
endocarditis. 


Melvin C. Hubbard ® Vestaburg, Mich.; Detroit College 
of Medicine, 1906; served during the World War; aged 58; 
on the staff of the R. B. Smith Memorial Hospital, Alma, 
where he died, May 1, of aneurysm of the left internal iliac 
artery. 


Ulysses Grant Kelso, Vincennes, Ind.; Hospital College 
of Medicine, Louisville, Ky., 1898; member of the Indiana State 
Medical Association; past president of the Knox County Medi- 
cal Society; aged 71; died, May 11, of cerebral hemorrhage. 


Lucius Edward MacLaughlin, Cedar Rapids, Iowa; Uni- 
versity of Georgia Medical Department, Augusta, 1907 ; member 
of the Iowa State Medical Society; formerly county deputy 
coroner; aged 56; died, May 20, of essential hypertension. 

Thomas Louis Fogarty, Brooklyn; Long Island College 
Hospital, Brooklyn, 1891; on the courtesy staff of the Jewish 
Hospital and was associated with the Long Island College Hos- 
pital ; aged 70; died suddenly, May 10, of heart disease. 


Robert Carl Humphry, Lapeer, Mich.; Wayne University 
College of Medicine, 1936; member of the Michigan State 
Medical Society; on the staff of the Michigan Home and Train- 
ing School; aged 30; died, May 18, of heart disease. 

Ejnar Hansen ® New York; University of Maryland School 
of Medicine, Baltimore, 1904; Kgbenhavns Universitet Laege- 
videnskabelige Fakultet, Denmark, 1894; served during the 
World War; aged 67; died, May 3, of heart disease. 

James Allan Matlack @ Longmont, Colo.; Washington 
University School of Medicine, St. Louis, 1901; major, United 
States Army Reserve Corps; on the staff of the Longmont Hos- 
pital ; aged 63; died, May 22, of coronary occlusion. 


William Archie Holloway, Plaquemine, La.; Tulane Uni- 
versity of Louisiana Medical Department, New Orleans, 1884; 
was president of the school board; aged 75; died, May 8, in 
Rochester, Minn., of carcinoma of the gallbladder. 


Milford Arthur Leach, Wauwatosa, Wis.; Bennett Medical 
College, Chicago, 1911; on the staff of the Milwaukee County 
Hospital for Mental Diseases; served during the World War; 
aged 55; died, May 27, of cerebral hemorrhage. 


William Henry Knauss ® Newark, Ohio; Starling Medical 
College, Columbus, 1897; veteran of the Spanish-American 
War; on the staff of the Newark Hospital ; health officer; aged 
65; died, in May, of coronary thrombosis. 

William McCurdy Scott, Butler, Pa.; College of Physi- 
cians and Surgeons, Medical Department of Columbia College, 
New York, 1889; member of the Medical Society of the State 
of Pennsylvania; aged 76; died, April 14. 

Frederick Martin Luther, Allenhurst, N. J.; College of 
Physicians and Surgeons, Baltimore, 1880; on the staff of the 
Dr. E. C. Hazard Hospital, Long Branch; aged 84; died, 
May 28, of cardiovascular renal disease. 


Alice Honce, Peoria, Ill.; Keokuk (Ia.) Medical College, 
College of Physicians and Surgeons, 1904; aged 73; died, 
May 1, in St. Joseph’s Hospital, Kokomo, Ind., of injuries 
received when struck by an automobile. 

Gustav August Miller, Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1900; on the staff of St. Elizabeth Hospital; aged 71; 
died, May 6, of cerebral hemorrhage. 


Joshua John Ward Flagg, Brookgreen, S. C.; Medical 
College of the State of South Carolina, Charleston, 1881; aged 
77, died, May 8, of chronic myocarditis, chronic nephritis and 
varicose ulcers of both legs. 

Frederick S. McGee, Marietta, Ohio; Starling Medical 
College, Columbus, 1891; member of the Ohio State Medical 
Association; for many years city health officer; aged 68; died 
in May of angina pectoris. 
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Correspondence 


COMMITTEE OF 430: A DISCLAIMER 
To the Editor:—Unfortunately it has been widely reported 

by the press that the Committee of Physicians for the Improve- 
ment of Medical Care contemplates the formation of a national 
organization in opposition to the American Medical Association. 
The committee desires to state that it has not and has never 
had any such intention. 

Joun P. Peters, M.D., New Haven, Conn., Secretary. 


TRAUMA AND APPENDICITIS 

To the Editor:—“Trauma and Appendicitis” is the subject 
of an editorial in THE JouRNAL, June 4, in which my recent 
article, “The Rare Incidence of Acute Appendicitis Resulting 
from External Trauma” is mentioned. The strict criteria 
demanding actual proof of direct trauma to the appendix, which 
I have laid down to meet the requirements of primary traumatic 
appendicitis, are not accepted by the editorial writer. He does 
accept, however, the purely theoretical and indirect mechanism 
in this class of case, sponsored by Luddington and others, to 
which I cannot subscribe, i. e., the expulsion of cecal contents 
into the normal appendix, the result of a direct blow on the 
abdomen. The case of primary traumatic appendicitis, the result 
of this pathogenesis, is a weak one, if one accepts the statement 
of the editorial writer, namely, “A normal appendix with a free 
lumen would empty itself of the material forced into it and 
would probably escape damage.” Therefore, when the appendix 
drained itself, no appendicitis would result. The point is stressed 
that one never knows the actual condition of the appendix prior 
to injury. This particular mechanism may apply to an appendix 
already diseased. It is for this reason that one should speak 
of primary traumatic appendicitis only with the greatest caution 
and reserve. If the trauma merely reactivates an already 
crippled appendix, it cannot be held to be the primary cause of 
the disease. The correct nomenclature is “acute traumatic 
appendicopathy.” An injury precipitating a recurrent attack or 
arousing a dormant lesion is not the essential cause of the 
disease. 

If a true traumatic lesion is found at immediate operation 
without microscopic verification of appendicitis, the condition 
should clearly be designated according to the lesion present, sub- 
serous hematoma, laceration of the mesentery, and so on, as the 
case warrants. If the appendicular artery is torn and nutrition 
cut off, one may expect the usual sequence of acute pathologic 
changes. If these changes are demonstrated microscopically, 
only then can they be linked with the traumatic lesion and the 
case be called, in the absence of old pathologic conditions in the 
appendix, and with absence of previous attacks, as elicited in 
the history of the patient, acute primary traumatic appendicitis. 

The editorial states that “the exact mechanism of traumatic 
appendicitis has not been elr~idated.” In spite of this statement 
the editorial writer is an advocate of the acceptance of a “far 
more plausible theory” than a fact finding enquiry. Critical 
postulates are denied. This advocacy permits doctors to go on 
the witness stand and subscribe to a fanciful theory utterly lack- 
ing in proof. In one half of the litigated cases, the courts have 
given a decision to the plaintiff. This does not mean that 
doctors at large are equally divided in this matter by any means, 
as shown by my ‘survey of current surgical thought. Doctors 
are engaged as experts with the distinct objective that they wiil 
be helpful to the plaintiff or defendant, as the case may be. My 
analysis of forty-eight court decisions leaves me with the belief 
that, from the medical standpoint, some were unjustified and 
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influenced by biased expert testimony. One trial is recalled jn 
which a recent graduate testified to having seen hundreds of 
cases of traumatic appendicitis. The late John B. Deaver, in 
his wide experience, had never seen a single genuine case. This 
indicates the wide variation of opinions and shows the difficulty 
presented to deputy commissioners and juries. 

The editorial statement that the consensus favors a primary 
cause and effect is not borne out by my survey. In the analysis 
of 243 opinions expressed by distinguished abdominal surgeons 
at home and abroad, including three leading surgical societies, 
20 per cent deny any relationship whatever between trauma and 
appendicitis. Of the remaining 80 per cent who grant a trau- 
matic influence, but 24 per cent acknowledge a primary influence 
—less than half of those who believe a secondary or aggravating 
factor may be found in trauma (56 per cent). 

If trauma does precipitate an attack of appendicitis, which 
according to the editorial writer is the pertinent question, it must 
be satisfactorily explained and duly proved. The expert should 
deal with facts and not highly speculative theories. The occur- 
rence of acute primary traumatic appendicitis is not denied, but, 
to accept it, the most strict criteria are essential for just 
adjudication of claims. 

The subject is extremely controversial. 
Minor Notes in the same issue, June 4, the question is asked 
“Can acute or subacute appendicitis be brought on by injury 
such as a fall from the stairs?” The following answer is given 
in part, apparently by another writer: “At the present time, one 
cannot state definitely that inflammation of a previously healthy 
appendix can be brought on by an injury, but there is con- 
siderable evidence to indicate that it may be a factor in aggravat- 
ing a previously existing inflammation.” 

Roya H. Fow ter, M.D., Newark, N. J. 


In Queries and 


CoMMENT.—Briefly, the editorial enumerates three existing 
divergent opinions as to the causal relationship between trauma 
and acute appendicitis and states that, while the mechanism of 
traumatic appendicitis has not been clearly elucidated, it is 
probable that overdistention of the organ by the influx of the 
cecal contents is a more likely explanation than that of a direct 
traumatization of the appendix or its mesentery. It states 
further that the existence of previous pathologic conditions in 
the appendix favors this mechanism and that procrastination in 
the presence of a history of trauma to the abdomen, particularly 
to the right lower quadrant, followed by a clinical picture of an 
acute abdominal catastrophe, is inadvisable. 

The editorial assumes a middle position, namely, that trauma 
can cause an attack of acute appendicitis in the presence of 
previous pathologic conditions of that organ. It expressly states 
that “a normal appendix with a free lumen would empty itself 
of the material forced into it and would probably escape damage. 
In the presence, however, of chronic pathologic conditions there 
exist conditions favorable to development of acute appendicitis.” 
The editorial nowhere endorses the position that trauma ca 
cause acute appendicitis in a previously normal appendix, and 
nowhere does it speak of a “primary” traumatic appendicitis. 
It poses the whole question in the following sentence: oe 
pertinent question is not whether trauma can originate an ml 
attack of appendicitis or whether its effect is that of lighting ™? 
dormant pathologic conditions. It is, rather, whether of a 
trauma can precipitate a clinical attack of acute appendicits 
It is worthy of notice that in most of the cases reported in the 
literature the operation was either delayed or not at all sundet- 
taken because the surgeon did not think of the possibility 
acute appendicitis following trauma. 

In rereading Dr. Fowler’s exhaustive article, one fails to find 
either in his collective review or in his summary any contra 
diction to the statements expressed in the editorial. In the 
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Survey of Current Surgical Thought, Dr. Fowler presents a 
significant analysis of 243 opinions, 20 per cent of which deny 
any relationship, 56 per cent of which admit a secondary influ- 
ence and 24 per cent of which grant a primary influence. The 
editorial disagrees with Dr. Fowler’s postulate that, “in order 
to admit the contributory or aggravating influence of trauma, 
the operative findings should .show, conclusively, either genuine 
traumatic pathology with an added acute appendicitis or unques- 
tioned pathology antedating the injury, with superimposed acute 
appendicitis.” 

Since the editorial does not defend the theory of primary 
traumatic appendicitis, it need not defend itself on this point. 
It is pertinent to remark, however, that not less than 24 per 
cent of the opinions analyzed by Dr. Fowler acknowledged a 
primary influence. 


ACTION OF HYPOGLYCEMIA ON THE 
CENTRAL NERVOUS SYSTEM 
To the i:ditor:—Gellhorn’s paper entitled “The Action of 
Hypoglycemia on the Central Nervous System and the Prob- 
lem of Schizophrenia from the Physiologic Point of View” 


in THE JourNAL, April 30, is so conspicuously lacking in any 
reference to the work of Petersen, a member of the same 
faculty as Gellhorn, that some comment seems in order. 


Petersen's massive researches have been appearing in volume 
form since 1934 as “The Patient and the Weather” and the 
series is not yet completed. He showed (1934, volume III, 
pp. 295-304, and 1936, volume I, part 2, pp. 194-195) from 
a careful day by day study of patients, certain biochemical 
differences that existed between the manic phase of manic- 
depressive psychosis and the schizophrenic status. He defi- 
nitely associated the “COD” phase of metabolism (catabolism, 
oxidation, dilatation) when blood is relatively acid, hypogly- 
cemic and hypertonic, with accentuation of schizophrenic symp- 
tomatology. He also associated the opposite “ARS” phase 
(anabolism, anoxemia, alkalosis, reduction, spasm of vascular 


bed) when blood is hyperglycemic with the onset of manic 
symptoms in manic-depressive psychosis. 
Gellhorn says: “It is to be expected that insulin improves 


schizophrenic patients (1) by reduction in the oxida- 
tion rate in the central nervous system and (2) by the stimu- 
lation of the sympathetic centers resulting from the diminution 
of the oxidative metabolism.” 

Petersen discussed the role of anoxia under “The Transition 
from Normal Function to Intermittent Organ Dysfunction” 
(1937, volume IV, part 1, p. 147). 

Miiller and Petersen, in a series of papers over ten years 
ago, called attention to the epinephrine-like action of insulin, 
Stating specifically that in insulin shock there exists a sym- 
pathetic overtonus in the vessels of the splanchnic region and 
that the autonomic disturbance which occurs probably takes 
origin in the splanchnic region and is directly associated with 
the glycogen deprivation of the liver (Analogous Action of 
Insulin and Epinephrine on the Liver, Proc. Soc. Exper. Biol. 
& Med. 22:47, 1925; Glycogenolytic Action of Insulii, THe 
ge a. 12, 1925, p. 820; Ueber den Insulin Schock, 
au chnschr, 5:53 (Jan. 8] 1926; Ueber Anderungen in 

ermeabilitat nach Insulin, Ztschr. f. d. ges. Exper. Med. 

54:415, 1927), és 
rein writes: “It seems that physiologic research has 
‘ids ” @ new and promising road to combat not only 
on Tenia but also other psychoses, such as the manic- 
‘Wamu “ag in whan vegetative disturbances are very 
stor the word “new” is applied to Gellhorn’s recent 
iit Rg and conclusions, it appears to me to be erroneous ; 
es the work of Petersen and others, why not say so? 


Joun Favitt, M.D., Chicago. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. ‘THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER’S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


CHRONIC BACILLARY DYSENTERY 

To the Editor:—In a series of dysentery cases the Flexner bacillus has 
been found in cultures from the stools. Will you please outline the most 
reliable therapy to rid the intestinal tract of this infection? Many other 
cases have given positive agglutination reactions to the Flexner bacillus 
in low dilutions of serum. Could you suggest any measures to combat 
the possible chronic form of the disease, in which these very patients may 
be carriers but symptom free most of the time, with the stool not contain- 
ing the bacilli?, I am most anxious to have some fairly rapid medication 
to cure the positive cases. M.D., California. 


ANSWER.—If the cases are acute one may resort to the 
Flexner bacillus antidysenteric serum, beginning with 10 cc. 
intramuscularly in a patient tested for sensitivity, with 15 cc. the 
next day and 20 cc. the next day, the latter dose to be kept up 
until from 150 to 175 cc. of the serum has been given. The 
diet, in any case, should be a nonresidue, high caloric diet. 
The use of bismuth salts should be avoided, as they may “cake” 
in the bowel and produce pressure ulceration. If the case is 
more chronic, one should give Flexner bacillus vaccine, 
1,000,000,000 organisms to the cubic centimeter, beginning with 
a dose of 0.05 cc. three times a week for three weeks, then twice 
a week for three weeks and then once a week for from six to 
eight weeks. Increase the dose 0.05 cc. each time. If reaction 
occurs, reduce to the previous dose and increase again subse- 
quently. Do not exceed a 1 cc. maximum dose. Repeat the 
course of vaccine every six months for two years, as a prophy- 
lactic measure. This course should last from two to four weeks 
when given. For irrigations one may use weak dilutions of 
copper sulfate (45,000 or 40,000) as retention enema. 


MERCURY POISONING IN MINING 

To the Editor :—1. How common is mercurial poisoning in the process 
of extracting gold from ore? 2. Is it possible for a person to be acutely 
poisoned by mercury vapor from this process during a single day’s work? 
3. If such poisoning occurred, would it be consistent to have a loss of 
teeth or stomatitis beginning almost at once and giving no sign of such 
damage four or five months later, other than absence of teeth? 4. Assum- 
ing that the condition in 3 is possible, would not this be accompanied by 
constitutional symptoms; and, if so, how long would it normally take 
them to clear up without treatment? 5. Is there anything in the occupa- 
tion of hard rock mining which might bring about a cumulative mercurial 
condition? 6. Would it be possible to determine several months after 
such a supposed poisoning had occurred whether or not this might have 
been due to lead poisoning or some other heavy metal? 


M.D., Wyoming. 


Answer.—l. Mercury poisoning in the trade process men- 
tioned is on the wane, owing to the substitution of other trade 
practices that eliminate the use of mercury. Where the mercury 
amalgamation process still is employed, the frequency of mer- 
curialism depends to some extent on whether mercury is 
recovered by distillation and whether the operations are carried 
on indoors or out. At normal temperatures, metallic mercury 
continually emits vapors. Higher temperatures increase the 
rate of mercury vapor production. In general, mercurialism in 
this trade has been sufficiently frequent to attract the attention 
of all older writers in the field of occupational diseases. 

2. Yes, given sufficiently high concentrations of mercury 
vapors, poisoning may be produced within three or four hours 
of exposure. 

3. Stomatitis is the principal manifestation of severe mer- 
curialism following brief contact with mercury compounds. 
Gelman and Derviz published an articie in the Journal of Indus- 
trial Hygiene and Toxicology (19:215 [June] 1937) which indi- 
cated that as far as mercurial vapor poisoning is concerned the 
most constant symptom is tremor and effects on the central 
nervous system. In addition, some few, at least, of various 
other possible manifestations may reasonably be expected, such 
as diarrhea, nausea, vomiting, tenesmus, albuminuria, oliguria, 
abdominal pain, blood changes and dermatoses. 

4. As a rule, yes, as already discussed; but Hamilton states 
that “industrial mercurialism is characterized by three features : 
inflammation of the mouth, muscular tremors and psychic irri- 
tability—sometimes-all three together, sometimes: only two, cr 
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only one.” Some of the manifestations of severe mercurialism 
may never disappear, with or without treatment. 

5. Hard rock mining inherently has nothing to do with mer- 
curialism, unless hard rock contains some form of mercury as a 
constituent. Hard liquor may have much to do with precipitat- 
ing clinical mercurialism when exposure is provided. 

6. Mercury is eliminated from the body quite slowly but it 
may not be always possible to establish evidences of mercury 
above normal traces in the urine. Thus Neal and Jones (THE 
Journat, Jan. 29, 1938, p. 337) state that “Analyses were made 
on the urine of nine of the ten persons who had the most 
advanced symptoms of chronic mercurialism. Only three had 
mercury in the specimen submitted for examination.” Methods 
for the determination of urinary mercury are described by 
Koelsch and Ilzhofer in a series of publications in the Zentral- 
blatt fiir Gewerbehygiene und Unfallverhiitung, beginning with 
the January 1919 issue. Methods for the determination of mer- 
cury vapors in a workroom have been described by Biggs in the 
Journal of Industrial Hygiene and Toxicology (20:161 [Feb.] 
1938). . 


UNDERTREATMENT IN LATENT SYPHILIS 

To the Editor :—On various occasions, certain persons with latent syphilis 
are forced against their will to undergo antisyphilitic treatment. Many of 
these patients disappear after receiving bismuth salicylate and neoarsphen- 
amine injections weekly for from one to five weeks or so. It is legally 
impossible for me to detain them. Although I have never run across a 
corroborative statement, it has always been my contention that if it is 
known definitely that the patient will receive only bismuth and neoarsphen- 
amine injections weekly for one to five weeks, he will fare better with no 
treatment at all. These few injections will act in a provocative way and 
will probably stir up the latent infection, and possibly the result will be an 
infectious relapse in a large number of cases. In ‘Standard Treatment 
Procedure in Early Syphilis” (THE JourNaL, April 21, 1934, p. 1267) the 
authors state that 64 per cent of those patients who received only one to four 
injections of an arsphenamine with heavy metal relapsed. However, most of 
these were cases of early syphilis. Do you agree with my conclusion: i. e., 
that if it is definitely known that a patient with latent syphilis will receive 
only from one to five treatments of bismuth and neoarsphenamine he is 
better off with no treatment at all? M.D., Ohio. 


ANSWER.—Relapse, infectious or otherwise, is much less 
frequent after the inadequate treatment of latent than of early 
syphilis. It is not definitely known whether treatment consisting 
of only one to five injections of an arsphenamine and a heavy 
metal is harmful to patients with late latent syphilis (i. e., syphilis 
of more than four years’ duration, after the establishment of the 
patient’s Own immune reactions), but it certainly will not do 
much good. If it is possible to be sure in advance that the 
patient will submit to only one to five weeks of treatment, it 
might be just as well to withhold all treatment as wasted time, 
energy and money. Persuasion rather than force, however, 
will do much to hold to treatment even patients with latent 
syphilis, if it is intelligently applied. 


REMOVING FORMALDEHYDE FROM LEATHER 
To the Editor:—Are there any methods available for removing formal- 
dehyde from shoes that have been fumigated or does formaldehyde com- 
bine with leather to form a stable compound? 
L. A. Lasuer, M.D., Erie, Pa. 


ANSWER.—The method of action of formaldehyde as a dis- 
infectant is believed to depend on direct combination with 
albumins with the formation of new compounds. Rosenau says: 
“Formaldehyde unites directly with protein matter to form new 
compounds of an undetermined nature. It hardens tissue so that 
it will render fish and meat tough and brittle.” It is well 
known that formaldehyde injures leather by making it brittle. 
However, in the case of leather, most of the albumins of the hide 
or skin utilized already have been coagulated by tannins. Only 
the portion of uncoagulated albumins will be affected by the 
formaldehyde. Customarily, leathers are dressed with animal 
oils—-usually fish oil. It is believed that the formaldehyde to 
some extent makes leather brittle by combining with these 
animal oils. In any event that portion of the formaldehyde 
which combines with some constituent of leather will lose its 
characteristic offensive odor. In specific reply to this query, 
it is noted that not all of the formaldehyde that comes in con- 
tact with shoes ever may be fully removed and that formalde- 
hyde is not a suitable disinfectant for leather articles because 
of damage to them. However, repeated airings customarily 
will dispose of the irritant odors of formaldehyde even though 
some irritant properties may be retained in the leather. — It is 
also possible that, if the shoes have only recently been treated 
with formaldehyde, the odor can be removed by a solution of 
urea 150 Gm., ammonium phosphate 30 Gm. and enough water 
to make 3 liters. 
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HYPERTENSION, SYNCOPE AND HEART BLOCK 

To the Editor:—A white woman, aged 70, moderately obese, has had a 
hypertension (150-200/80-110) for years. Five years ago she had a com- 
plete heart block which subsequently disappeared. She has rare precordial 
flutterings associated with rapid pulse, but usually the pulse rate is between 
70 and 80. The heart is moderately enlarged, there is dyspnea on exer. 
tion and activity is usually limited to from six to ten hours a day. The 
ankles have never pitted on pressure. The Kahn test is negative; on one 
or two occasions a trace of albumin has been found in the urine; constipa- 
tion is moderate. There is often a bitter taste in the mouth, usually asso 
ciated with a coated tongue, sometimes helped by calomel and soda. During 
the last seven years she has had seven attacks of syncope, in all but the 
last of which she lost consciousness completely. The symptom which I do 
not understand is a gradual blurring of vision, inability to read, and the 
appearance of a wavy line which she describes as like the luminous wire 
of an electric light after it has been turned out. This train of symptoms 
precedes by days or weeks the attacks of syncope and recurs until the 
fainting occurs. She doesn’t know whether her heart flutters at this time 
or not. There is no pain and no unusual dyspnea but moderate appre. 
hension. Besides calomel and soda, she has had digitalis, potassium iodide, 
mistletoe and bromides, together with vitamins and minerals to supplement 
her rather limited diet. I would appreciate it if you could help me deter- 
mine the significance of the eye symptoms and the bitter taste. 

M.D., Illinois, 


ANSWER.—The objective evidence in this case points to the 
diagnosis of hypertensive, coronary heart disease with cardiac 
enlargement and heart block, but no failure. The heart block 
has evidently been variable. 

The symptoms can in part be ascribed to the observations 
noted. Certainly it is possible to interpret the attacks of syncope 
on the basis of the heart block even though it is not constant, 
In fact, it is a little more usual to have such so-called Adams- 
Stokes attacks in patients who do not maintain complete block. 
The eye symptoms can also be credited to the defective heart 
rhythm. She may at times have a moderate degree of block 
and bradycardia with nothing more than the change in vision. 
This would be particularly suggested by the fact that the 
visual disturbances tend to precede actual syncope. A less 
likely cardiac cause for the visual disturbance and fainting 
would be paroxysms of tachycardia or flutter with marked 
increase in rate, enough to be responsible for cerebral anemia. 
There is also the possibility of a hypertensive encephalopathy 
(cerebral vascular spasm or minor lesions) but that is less 
likely. 

Finally there is the possibility of the toxic effect of digitalis 
or other drugs. There is no statement as to how much digitalis 
she has used. If she has had a good‘deal the drug might tend 
to increase the degree of block or in itself produce the eye 
trouble and even the bitter taste in the mouth. The coated 
tongue that is associated with the bitter taste points to a dis- 
turbance of digestive function which might or might not be the 
result of the toxic effect of drugs but could not be attributed 
directly to a disturbance of heart rhythm or heart weakness. 
A careful correlation of these symptoms with the amount of 
digitalis taken, an experimental withdrawal of all medicines, or 
the use of ephedrine 0.03 Gm. three times a day to control the 
heart block would be helpful in making certain about these 
points. 


TESTS FOR RICKETTSIAE AND SPOTTED FEVER 
To the Editor:—Please give information available on the latest tests 
for Rickettsia bodies, especially for typhus, Rocky Mountain spotted fever 
and trench fever. M.D., Obio. 


ANsWER—The Weil-Felix test and guinea pig inoculation 
tests are used for the diagnosis of typhus and Rocky Mountain 
spotted fevers. For the Weil-Felix test, the serum of the sus 
pected case may be tested in dilutions from 1/10 to 1/1,280 of 
higher against an antigen prepared by treating a saline susper 
sion of the growth of Proteus X-19 on agar with solution of 
formaldehyde. At the same time guinea pigs may be inoc 
lated with 1 cc. or more of the patient’s blood. This 1s followed 
by an elevation of temperature in from six to fourteen 
with characteristic testicular or scrotal lesions. Infection of 
guinea pigs with Rocky Mountain spotted fever usually leat 
to a fatal outcome, infection with typhus rarely. The relation 
ship of Rickettsiae to trench fever is not definitely established 
but it is probable that the etiologic agent belongs to this ga] 
Also the disease cannot be produced in iaboratory is he 
little is known as to the behavior of the Weil-Felix test 1 ®™ 
disease. wa 

The Rickettsiae of all three of these diseases can be “<— 
strated in the blood only with great difficulty. Hoe 
Rickettsiae of endemic typhus may be demonstrated t#” 
readily in the tunica vaginalis of infected guinea pigs. 
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FIRE EXTINGUISHERS FOR ROENTGEN RAY 
DEPARTMENTS 

To the Editor:—In Tue Journat, April 16, 1938, on page 1303, 
there is a question regarding the danger from burning motion picture 
films. I am advised by the city fire department that we must have carbon 
tetrachloride extinguishers in our x-ray department. They admit that 
there is some danger from gas in case of fire but state that the soda acid 
type extinguisher is much more dangerous, owing to the possibility | of 
electrical shock in the use of a soda acid extinguisher around electrical 
equipment. Can you tell me what type fire extinguisher should be used 
in an x-ray department? Hospital Manager, Colorado. 


Answer.—No simple type of fire extinguishing equipment for 
use in x-ray rooms is wholly lacking in dangerous possibilities. 
The common soda, acid, water extinguisher is to be avoided 
because streams of such solutions are conductors of electricity, 
and electrical shocks may take place. Also such extinguishers 
lead to greater damage of equipment. These statements apply 
to any watcry solution or suspension such as foaming licorice in 
water. 


In any large x-ray establishment, such as in the manufacture 
of these units, carbon dioxide extinguishers are recommended. 
Carbon tetrachloride extinguishers are the most practical and 


are recommcnded by most fire departments. This material does 
not readily conduct electric current nor is it injurious to equip- 
ment, such as motors. In fact, electric motors and similar 
apparatus ar. cleaned in the ordinary course of repair by carbon 


tetrachloride or similar chlorinated hydrocarbons. 

This useiv’ fire destroyer is, however, dangerous. Its vapors 
in concentrat:ons above 100 parts per million of air may pro- 
duce damag’. When the concentration reaches 1,000 parts per 
million, imm diate injury is in prospect for persons who may 


breathe this vapor even for a few breaths. Naturally, heat 
increases th evaporability of carbon tetrachloride. When in 
contact with igh temperatures such as an electric arc, hot metal 


or a flame, «arbon tetrachloride may decompose, ieading to the 
presence of »liosgene, which is more toxic than the carbon 
tetrachloridk 


X-ray rociss ordinarily should be equipped with sprinkler 
heads, if suc! a system is present in the office building or hospital. 

Along wit!) sprinkler heads, if such are available, or in their 
absence, one »iay depend on the carbon tetrachloride variety of 
extinguisher. They are theoretically dangerous but rarely ever 
lead to an accident. Manufacturers boast that, among millions 
that have bec: used in fires, proved fatalities have not arisen. 
In short, one should use carbon tetrachloride on the fire as 
quickly as possible and then leave the exposure area, taking 
along all persons. One should not reenter except as instructed 
by qualified firemen. 

In case nitrocellulose films are used, added problems arise. 


LOW HEMOGLOBIN 

To the Editor:—What are the lowest limits compatible with life to 
which the hemoglobin and the red cell count may fall and recovery 
ensue? What are the lowest hemoglobin and red cell counts reported in 
the literature in cases in which operation has been performed with 
recovery? I recently successfully operated on a patient suffering from 
a bleeding peptic ulcer, with hemoglobin of 14 per cent. I should appre- 
ciate any references you have available on this subject. 


Max N. Horowitz, M.D., Bronx, N. Y. 


ANsweR.—It is difficult to answer this question accurately. 
One thing may be stated without fear of contradiction: success- 
ul operation on a patient with 14 per cent hemoglobin does 
not establish a record. 

T. S. Cullen (Surg., Gynec. & Obst. 17:276, 1913) reported 
4 series of operations on patients with 40 per cent hemoglobin 
“ less. Among the patients who recovered, fourteen had 
Hemoglobin of less than 20 per cent. The lowest hemoglobin 
in this group was 10 per cent at the time of operation. This 
patient recovered from a hysterosalpingo-oophorectomy, No 
transfusion was given. 

PS F. Baldwin (Am. J. M. Sc. 170:118 [July] 1925) men- 

one patient who entered the hospital with a hemoglobin 
sha yer cent. Just preceding operation she had a rather 
on eeritaae and no record was made of the hemoglobin 
‘adie operation but because of the hemorrhage it was 
reading — . on been less than the previous day’s 
Out transfusion, ccesstully withstood a panhysterectomy with 
in Afri that records approximating these will be found 
nan ecent literature, Since blood transfusion has reached its 
rarely a ase efficiency, major _ Surgical procedures are 
without “sh en with the hemoglobin below 35 to 40 per cent 
thage is te fusion first being performed. Chronic hemor- 
is believed contraindication to transfusion; indeed, transfusion 
effective in checking hemorrhage. 
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It should be mentioned that the hemoglobin percentage is a 
poor index of surgical risk. Readings under 20 per cent are 
difficult to make with accuracy. At this level readings of the 
same blood by two persons, or readings by the same person 
on two different occasions, may result in a difference of 5 per 
cent either way. Immediately following acute hemorrhage 
the hemoglobin percentage remains relatively high and yet the 
patient is a poor risk because of his diminished total blood 
volume. A patient with a low hemoglobin that appears a day 
or two after acute hemorrhage is a much poorer risk than the 
patient with an identical hemoglobin as a result of long continued 
chronic hemorrhage. Many things apart from the hemoglobin 
mare must be considered before assessing the surgical 
risk. 

The same is generally true of the red cell count. It is probable 
that the lowest red cell counts appear in pernicious anemia. 
Counts of 500,000 cells per cubic millimeter may be followed by 
spontaneous remission. In aplastic anemia or chronic hemor- 
rhagic anemia such counts are rarely reached before death 
ensues. On the other hand, acute hemorrhage may be fatal 
when the cell count per cubic millimeter is not far from normal. 


ALLERGY OR IRRITATION FROM CHALK 
To the Editor:—Can chalk be antigenic, or are its irritant qualities 
purely mechanical ? M.D., Illinois. 


ANSWER.—Chalk is a variety of limestone rock, composed 
almost entirely of the calcareous remains of minute marine 
organisms and fragments of shells. The purest kinds contain 
up to 99 per cent of calcium carbonate in the form of the mineral 
calcite. Silica is always present in small amounts. Minute 
grains of quartz, felspar, zircon, rutile and other minerals are 
also present. Chalks vary considerably in composition, color 
and texture. French chalk and talc are hydrated magnesium 
silicate. 

A search of the literature revealed no proved instance of 
antigenicity from any variety of chalk; its well known irritant 
qualities are probably purely mechanical. Asthmatic persons 
and those who have perennial rhinitis frequently complain that 
chalk dust brings on or aggravates their symptoms. It seems 
likely that chalk dust acts as a contributory factor just as do 
many other dusts and fumes. The impurities in chalk may pos- 
sibly be a factor. The small amount of silica present in chalk 
could hardly be a cause of silicosis in those who use it; those 
who produce it, however, are more likely to have symptoms. 


BURNS FROM ACETYLENE WELDING 

To the Editor :—Several patients whom I have had have developed 
severe infections after burns received in the process of oxyacetylene 
welding, even though they had received immediate medical attention. I 
am told that the flux used and the coating of the welding rod are both 
extremely poisonous. I am interested in knowing what possibly poisonous 
materials are used in the process and whether burns resulting from welding 
are more susceptible to infections than others. M.D., Ohio. 


ANSweErR.—Infection of burns after acetylene welding has not 
attracted widespread attention because of any high incidence. 
The welding and flux rods vary widely as to constituents. Like- 
wise, the metals that may be welded may represent a wide 
difference as to makeup. As many as 100 different types of rods 
are in use and these may contain phosphorus, magnesium, sulfur, 
titanium, cadmium, manganese, zinc, lead, silica, silicates, chro- 
mium, copper, borates and divers organic compounds. The 
metals welded may have been galvanized previously, may con- 
tain chromium and certainly contain minute traces of a high 
diversity of impurities. Notwithstanding, it is not believed that 
any of these substances would be prominent in bringing about 
an increased proneness to infection. Some theoretic considera- 
tion might be given to the presence of ultraviolet rays, which, 
like intense sunlight, may bring about inflammation. This 
factor may be minimized since the ultraviolet light from oxy- 
acetylene welding is much less than from arc welding, in which 
operation the injurious effects of ultraviolet rays are well 
known as a source of injury to the eyes. The most practical 
possibility centers about the presence of dust and larger par- 
ticulate matter connected with at least some oxyacetylene work, 
particularly oxyacetylene metal cutting. When a burn takes 
place on a skin area so covered with foreign particles, obviously 
infection is favored and suitable surgical cleanliness is obtained 
only with difficulty. It is believed that better results will arise 
in the case of this type of burn provided thorough mechanical 
cleansing of the wound is procured. 
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THALAMIC SYNDROME WITH HEMIPLEGIA 

To the Editor:—A woman, aged 50, with diabetes, had a cerebral hemor- 
rhage about three months ago, with the development of flaccid paralysis 
involving the face, tongue (right side) and the right upper and lower 
extremities. She had a hypertension of about 220 systolic and 120 diastolic 
for many years preceding this hemorrhage. Recovery from the acute 
phase was without incident. The tension, in spite of continued bed rest, 
is still about 200 systolic and 120 diastolic. The urine is negative for 
albumin and casts. Dizziness was the most distressing symptom following 
the acute phase, but the severe lancinating pain in the right upper 
extremity, apparently without remission, is the most distressing symptom 
now present. The pain in the extremity is hardly influenced by sedatives. 
The arm now has a spastic paralysis, although there is some painful 
motion. There is a hyperesthesia of the upper extremity. The pain is so 
severe that the patient has threatened suicide. Physical therapy of many 
forms has been of no avail. Do you believe this pain is of central or 
peripheral origin? In the last two days there has been, in addition to the 
spasms of pain, a burning feeling over the whole extremity. Do you 
believe that these phenomena are evidences of nerve degeneration? Would 
alcohol injection of the part of the brachial plexus supplying this area have 
any value? Is vitamin B indicated by injection? Do you think that 
snake venom, as used for pain in carcinoma, would relieve the pain in this 
instance? Is pain following cerebral hemorrhage a usual phenomenon, or 
is this evidence of thalamic involvement? M.D., New York. 


ANSWER.—The patient is undoubtedly suffering from one of 
the forms of the thalamic syndrome often associated with flaccid 
or spastic hemiplegia. The pain, therefore, is central in origin. 
It is often characterized by hyperesthesia, with burning sensa- 
tions over the affected region. There is usually a defect in 
deep sensibility, which is more affected than light touch. The 
pain centers, however, are the ones most particularly changed, 
for the spontaneous pains are often intractable and agonizing in 
character. Analgesic drugs are usually ineffective. The arm 
or leg may be hypersensitive with such a perversion of sensa- 
tion that the lightest touch or a breath of air will cause exquisite 
discomfort. Patients have sought amputation of the offending 
extremity as a means of relief, and suicide as the result of the 
continued pain is not unknown. 

In view of the central nature of the lesion, alcohol injections 
of the brachial piexus would not be indicated, nor would vita- 
min B affect the patient’s discomfort. The use of snake venom, 
so far as has been determined, has not been tried. Wrapping 
the arm in cotton wool, or even painting it with collodion, has 
sometimes been efficacious in preventing external stimuli, which 
seem to be involved, at least in part, in stimulating the pain. 


LOCALIZED SCLERODERMA 

To the Editor:—A white woman in her early twenties, a beauty shop 
operator, complains of numbness and a heavy feeling in the right arm; at 
times she has some pain in the upper outer quadrant of the right breast. 
About two months ago she noticed three small spots on the anterior surface 
of the right forearm about 3 inches above the wrist. Several months ago 
I treated her for a menstrual disorder; this has been entirely corrected. 
On the anterior surface of the right forearm there is an indurated yellow 
streak, from 0.5 to 1 cm. wide, extending from a point about 3 inches 
above the wrist to the elbow. - The induration appears to be in the deeper 
layers of the skin, is not tender and gives the impression of a phlebitis 
from the feeling. She says that at times this streak is purple. On the 
upper part of the right shoulder there is a similar indurated area about 
8 by 10 cm.; just below and to the outer side of the angle of the right 
scapula there is another area slightly smaller than the one on the shoulder; 
on the outer side of the right breast there is an area 3 by 4 cm. None of 
these places are tender. All have a rather glistening appearance and all 
have a peculiar doughy feeling. She has to use a good deal of force with 
the right arm in her work. Please let me know what you think this con- 
dition is, what treatment to use, and the prognosis. M.D., Alabama. 


ANSWER.—The query gives a good description of localized 
scleroderma, or morphea. It is quite generally agreed that the 
skin in scleroderma contains an excess of caicium but there is 
no agreement as to how this is brought about. Some think that 
it is due to the overactivity of the parathyroid giands, but argu- 
ments against this view have been presented by Cornbleet and 
Struck (Calcium Metabolism in Scleroderma, Arch. Dermat. & 
Syph. 35:188 [Jan.] 1937). Some years ago Leriche and Jung 
advised giving ammonium chloride in 1 Gm. doses three times 
a day combined with a ketogenic diet in order to facilitate 
excretion of calcium from the skin. The administration of 
thyroid extract has long been a favorite method in the treat- 
ment of scleroderma. Others give parathyroid extract, extracts 
of the mesenteric glands or raw pancreas. Cornbleet and Struck 
used vitamin D in doses of from 200,000 to 300,000 international 
units daily for four months with improvement, but no case was 
wholly clear in that time. They do not recommend the method 
as a treatment but feel. that it is of value in the study. of the 
disease. 
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Local scleroderma tends to heal spontaneously in from months 
to years, sometimes ten years or longer. The prognosis jg 
good except for the possibility of atrophy remaining after the 
hardening of the skin disappears. Particularly are the linear 
lesions likely to leave atrophy. The lesions may be massaged 
with some oil or ointment, cod liver oil, lard, wool fat or any 
other. Ten per cent of boric acid and wool fat in rose water 
ointment is a good mixture. Electrolysis as for removing hair 
with the application of a mercury-containing plaster between 
treatments is used; but it is usually thought that the local form 
of the disease does not warrant strenuous treatment. It is well 
to warn the patient of the possibility of atrophy resulting from 
the disease. 


SPONDYLOLISTHESIS 

To the Editor:—In “Disability Evaluation’”’ by Earl D. McBride (ed. 2, 
Philadelphia, J. P. Lippincott Company, 1938) on page 492, there is an 
x-ray reproduction of a case of spondylolisthesis with no history of injury, 
and on page 498 is another x-ray reproduction of a case with a com. 
pression fracture on the first lumbar vertebra with the statement: “Note 
the congenital spondylolisthesis of the fifth lumbar on the first. sacral 
vertebra. There were no symptoms in this region.’? On page 500 there 
is a paragraph concerning spondylolisthesis and there is the statement: 
“Tt should be classed as a congenital anomaly and not a fracture dis. 
location. While this condition is of a congenital nature, it might be 
associated with injury.” I have been under the impression that spondylo- 
listhesis is always the result of trauma, although the factors which pre. 
dispose, such as spina bifida occulta or a separate neural arch, are of 
course congenital. Is spondylolisthesis ever considered to he congenital 
and may it occur without definite trauma? M.D., Illinois, 


ANSWER.—The term spondylolisthesis was coined by Killian, 
who considered the condition to be a gradual dislocation or 
slipping. In reality only the body and anterior portion of the 
arch slips, while the posterior arch and spinal processes may 
remain in their normal positions. The causation may be heredi- 
tary, congenital, traumatic or postural. It is primarily an 
anomaly of congenital origin, but the actual displacement is 
due to a superimposed trauma. No instance of true congenital 
spondylolisthesis, that is, a newborn child who had an actual 
displacement, has been found. 

The lesion is in the nature of a separation of the neural arch. 
This has been brought out by the classic studies of Willis of 
Cleveland, who found this condition in 4.8 per cent of 850 
specific examinations. As many as six affected persons in one 
family have been observed. 

Spondylolisthesis means a pseudarthrosis at the junction of 
the neural arch and vertebral body. This produces a pre- 
spondylolisthesis, which becomes a true spondylolisthesis by 
the action of trauma such as diving. ; 

About 38 per cent of Meyerding’s large series of patients 
ascribed the cause of their trouble to trauma. In Henry's cases 
all the accidents were of a similar mechanism; i. e., landing 
on the buttocks in the sitting position, with the spine erect. 
Meyer-Burgdorff concluded that spondylolisthesis is due to 
acquired chronic bone changes with fissure formation of the 
arch and not congenital. In twelve of Chandler’s eighteen cases 
the onset of symptoms was abrupt and in all but one of these 
was associated with definite trauma in the nature of a striking 
increase in the shearing strain. 


STILLBIRTH FOLLOWING ELECTRIC SHOCK ‘ 

To the Editor:—A secundigravida at term received a severe electric 

shock while in the bath room from a shock in some electrical modality 

and immediately afterward she did not feel “life’’ in the uterus. _ Two 

days later stillborn twins were delivered, both of normal color but without 

heart beats and without respiration. Could this electric shock have been 
the cause of the fetal deaths, especially since the first child was 
normal birth 18 months before? , J, GuncLe, M.D., Morenci, Ariz, 


Answer.—It is unlikely that an electric shock could kill a 
fetus in utero without seriously burning or electrocuting 
mother. In all likelihood, infra-uterine death of the twins wa 
caused by some pathologic condition and had nothing to do wi 
the electric shock that the mother received. 





MARRIAGE BETWEEN WHITE WOMAN AND 
GRANDCHILD OF MULATTO 
To the Editor:—A white woman desires to marry a man whose ig 
mother was a mulatto. The girl’s parents object to the marriage bat 
of a Negro offspring. I told the girl that I thought this im 
desire to have an authoritative statement. M.D., New York 


ANsweR.—There is no possibility of such a mati as that 
described resulting in a Negro: offspring. A trace negroid 
coloring or features might however appear. 
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SUDDEN DEATH -IN PREGNANCY 


To the Editor:—A woman, aged 45, whom I have attended for the past 
twenty years and delivered of her five living children, has had diabetes 
mellitus for three years. She reported to me last September for preg- 
nancy (three months). I saw her again in November and January. She 
was progressing satisfactorily with just a trace of sugar in the urine. 
February 4 when I called at her home she was lying in bed complaining 
of being too tired to be up, of weakness and of no appetite. At the hos- 
pital the next day the blood sugar content was 111 mg. per hundred cubic 
centimeters and the urine was normal. February 7 her husband called 
at 6 a. m, stating that her membranes had ruptured and that pains occurred 
every three minutes. I arrived at her home about 6: 30 and found her 
sitting on a chair. She was having chills and sweats and was short of 
breath and very weak. When I asked her to get in bed to be examined 
she said to wait, for she was too weak and short of breath to move. After 
a few minutes she lay down but couldn’t stay down because of a marked 
dyspnea, which was getting worse. Examination revealed the cervix 
dilated but no fetal heart sounds. The patient began to cough (frequent 


and short) and suffered from sweats, increased dyspnea and a rapid pulse; 
pains came and went with no progress, until she died within forty-five 
minutes, with the baby undelivered. Should I have done a cesarean sec- 
tion immediately after death to attempt to save the baby? Would I be 
open to criticism in such an emergency? What would an obstetrician do 
under the same circumstances? What would be your opinion as to cause 
of death in this case? M.D., Pennsylvania. 


Answer.—It is hardly likely that the diabetes mellitus was 
a contributorv cause of the fatal termination. The blood sugar 
was within normal limits. It is difficult to surmise just what 
occurred. Of the several possibilities, sudden heart failure 
appears to be the most likely one. One cannot, however, over- 
look the possibility of an embolic manifestation. A_ rapidly 
progressing premature detachment of the placenta could likewise 
simulate the clinical picture described. 

The question of determining whether it is advisable to per- 
form a postmortem cesarean section is one that has to be con- 
sidered by the physician and the family. When events happen 
as rapidly as in this case the decision is rarely made in time to 


save the child. It is a very rare occasion that a child has 
been saved by this method. One certainly cannot be open to 
criticism for not performing such a debatable procedure. If 


the patient was in the hospital and the fetus was apparently 
alive after the death of its mother such a procedure might be 
attempted. In the home, however, the operation may be difficult 
or impossible to carry out. 


DERMATITIS FROM AUTOMOBILE LACQUERS 
To the Editor: —A white man aged 24, whose occupation is body repair 
work and painting in a garage, has had a dermatitis of the exposed parts 
of the body, which becomes aggravated when he uses the paints. Which 
of the materials mentioned in the attached folder would be most likely to 
cause the dermatitis, and what could be done to prevent it, aside from 
a change in occupation? James J. Lutz, M.D., Phelps, Wis. 


ANswer—The descriptive folder refers to a type of lacquer 
designated for trade purposes as Opex lacquers. Basically 
the ingredients are not different from those in other lacquers 
designed for the same purposes. In addition to nitrocellulose, 
this lacquer is likely to contain isopropyl acetate, butyl acetate, 
ethyl alcohol and benzine, together with natural and synthetic 
resins and plasticizers. Any individual ingredient might be 
associated with dermatitis as the cause, but it is possible that 
the entire solvent mixture is responsible. However, this may 

determined by carrying out patch tests, using the individual 
Constituents as well as the lacquer in its entirety. If no specific 
sensitization is established: it is possible that the dermatitis is 
related to the fat solvent action. 

In any case, something may be gained if the workman on 
Cleaning up at the end of a work period will carefully rub 
mse the exposed parts of his skin some bland, oily material 
: animal or vegetable origin, such as hydrous woob fat, cold 

tam or cocoa butter. It is possible that this conditien may 
3 eeeted by applying to exposed parts of the skin protective 
Mollients that are insoluble in the lacquer. 


ema OF SODIUM, CALCIUM AND MAGNESIUM 

idliten’s Editor :—Is sodium the physiologic antidote for an overdose of 

das intravenously? Is not calcium also an antidote for an overdose 
SNesium sulfate intravenously ? M.D., California. 


shy hee —Sodium and calcium are ionic antagonists in all 
Promotes relations. In addition the intravenous use of sodium 
cites, cal uresis and therefore speeds up the elimination of the 
while os emg Meltzer demonstrated. thirty years ago. that, 
mon, a and magnesium ions have many points in com-, 
effect um’ promptly revives a subject from, the anesthetic 
Magnesium, apparently by a central effect. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS 


STATE AND TERRITORIAL BOARDS 
Examinations of state and territorial boards were published in THE 
Journal, July 23, page 344. 


NATIONAL BOARD OF MEDICAL EXAMINERS 
NaTIONAL Boarp OF MEpIcAL EXAMINERS: Parts I and II. Exami- 
nations will be held in all centers where there is a Class A medical school 
and five or more candidates who wish to write the examination, Sept. 
12-14. Ex. Sec., Mr. Everett S. Elwood, 225 S. 15th St., Philadelphia. 


SPECIAL BOARDS 

AMERICAN BOARD OF ANESTHESIOLOGY: An affiliate of the American 
Board of Surgery. New York, Oct. 21-22. Applications must be filed 
sixty days prior to examination. Sec., Dr. Paul M. Wood, 745 Fifth 
Avenue, New York. 

AMERICAN BOARD OF DERMATOLOGY AND SypuHILoLocy: St. Louis, 
Nov. 11-12 if the number of candidates warrants it. Applications of 
Class B candidates should be filed by Sept. 1 and of Class A by Oct. 1. 
Sec., Dr. C. Guy Lane, 416 Marlboro St., Boston. 

AMERICAN BoarRD OF INTERNAL MEDICINE: Written examination will 
be held at various centers of the United States and Canada, Oct. 17. Final 
date for filing applications is Sept. 1. Chairman, Dr. Walter L. Bierring, 
406 Sixth Ave., Suite 1210, Des Moines, Iowa. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written exam- 
ination for Group B candidates will be held in various states of this 
country and Canada, Nov. 5. Sec., Dr. Paul Fitus, 1015 Highland Bldg., 
Pittsburgh (6). 

AMERICAN Boarp OF OPHTHALMOLOGY: New York, Oct. 7, and 
Washington, D. C., Oct. 8. All applications should be filed immediately 
and case reports, in duplicate, must be filed not later than sixty days 
before the date of examination. Sec., Dr. John Green, 3720 Washington 
Blvd., St. Louis, Mo. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Washington. D. C., Oct. 
7-8. Sec., Dr. W. P. Wherry, 1500 Medical Arts Bldg., Omaha. 

AMERICAN Boarp oF Peptatrics: Detroit, October 26; Rochester, 
N. Y., November 13; and Oklahoma City, November 15. Sec., Dr. C. A 
Aldrich, 723 Elm St., Winnetka, III. 

AMERICAN BoaRD OF PsycHIATRY AND NEUROLOGY: New York, Dec. 
28-30. Sec., Dr. Walter Freeman, 1028 Connecticut Ave. N.W., Wash- 
ington, D. C. 

AMERICAN Boarp oF RaproLoGy: Atlantic City, N. J., Sept. 15-18. 
Sec., Dr. Byrl R. Kirklin, 102-110 Second Ave. S.W., Rochester, Minn. 


Vermont February Examination 


Dr. W. Scott Nay, secretary, Vermont State Board’ of Med- 
ical Registration, reports the written examination held at Bur- 
lington, Feb. 8-10, 1938. The examination covered 12 subjects 
and included 90 questions. An average of 75 per cent was 
required to pass. Six candidates were examined, five of whom 
passed and one failed. The following schools were represented : 


School ra b Sor pal 
St. Louis University School of Medicine.............. (1932) 83 
Jefferson Medical College of Philadelphia............ (1931) 90 
University of Vermont College of Medicine....... (1937) 78.1, 85.7, 89.4 

r 

School —— Gat 

Kansas City University of Physicians and Surgeons.............. (1937) 


Ten physicians were licensed by endorsement from Jan. 12 
through May 20. The following schools were represented : 


Year Endorsement 


School LICENSED BY ENDORSEMENT Grad of 
College of Medical Evangelists..................4.. (1935)N. B. M. Ex. 
Yale University School of Medicine................. (1908) New Jersey 
Harvard University Medical School................. (1924) N. B. M. Ex. 
Columbia Univ. College of Physicians and Surgeons...(1935) New York 
New York University College of Medicine.....:..... (1935)N. B. M. Ex. 
University of Vermont College of Medicine.......... (1936) N. B. M. Ex. 
Dalhousie University Faculty of Medicine............ (1926) New Jersey 
University of Western Ontario Medical School....... (1925) Ohio 
Licentiate of the Royal College of Physicians of 

London and Member of the Royal College of Sur- 

mii: 08 IS os oa. ws 3k a « ice eee tade cwnte ees (1937) England 
Hamburgische Universitat Medizinische Fakultat...... (1937) New Jersey 


Hawaii April Examination 

Dr. James A. Morgan, secretary, Board of Medical Examiners, 
reports the oral and written examination held at Honolulu, 
April 11-14, 1938. The examination covered 10 subjects and 
included 80 questions. An average of 75 per cent was required 
to pass. One candidate was examined and passed. One physi- 
cian was licensed by endorsement after an oral examination. 
The following schools were represented : 


Year Per 

School epee Grad. Cent 
Baylor University College of Medicine................ (1937) 87.6 
School LICENSED BY ENDORSEMENT P a Saeaer mena 
Northwestern University Medical School............ (1937) N. B. M. Ex. 
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Book Notices 


Care During the Recovery Period in Paralytic Poliomyelitis. By Henry 
0. Kendall and Florence P. Kendall, Children’s Hospital School Baltimore. 
With an introduction by George E. Bennett, M.D., and Robert W. John- 
son Jr., M.D., Johns Hopkins University School of Medicine, Baltimore. 
Prepared by direction of the Surgeon General. U. S. Treasury Depart- 
ment, Public Health Service. Public Health Bulletin No. 242. Paper. 
Price, 20 cents. Pp. 92, with 61 illustrations. Washington, D. C.: Supt. 
of Doc., Government Printing Office, 1938. 

This booklet offers for the first time the comprehensive plan 
of treatment carried out at Johns Hopkins University School of 
Medicine. The work of Mr. and Mrs. Kendall has been well 
shown in moving pictures but up to the present has not been 
presented in booklet form. There is a complimentary introduc- 
tion by Drs. Bennett and Johnson, under whose medical direction 
the work was undertaken. The booklet does not deal with the 
epidemiology, prevention or immediate cure, nor does it give 
late surgical or reconstructive treatment. It presents clearly 
and in detail the plan of treatment required during the long 
period of recovery that follows an acute attack of infantile 
paralysis. There is a brief discussion of the pathologic changes 
that occur in this disease. The whole principle is to maintain 
the highest degree of protection of muscles in order to develop 
muscle power. The principles and technic described are those 
which have been evolved during a practice of about fifteen years 
at the Children’s Hospital in Baltimore, accurately tested, 
checked and rechecked on patients in various stages of con- 
valescence. Mr. and Mrs. Kendall deserve high praise for their 
accurate, painstaking and meticulous work. The subjects dis- 
cussed are the general outline of care in preparalytic, acute, 
paralytic, subacute and later stages. Stimulative treatment 
including heat, massage, exercise, underwater exercises and 
suction pressure is considered. The second section of the book 
includes a key to muscle grading and charts for recording muscle 
power and the general principles that must be followed in order 
to obtain accurate tests. The third section contains examination 
of muscles of the extremities, head and upper part of the trunk. 
The fourth section includes examinations of the abdominal 
muscles. The fifth section includes muscle actions in the 
upright position. There are some valuable illustrations with 
regard to the immediate postural treatment, showing proper bed 
positions and preliminary splints. The most common deformities 
are illustrated. The section on abdominal and back muscles is 
excellent. The illustrations on hand casts are instructive. The 
uses of back braces, crutches, splints and corsets are well 
illustrated. 


Bec-de-liévre: Formes cliniques—Chirurgie. Par Victor Veau. Avec 
la collaboration de Jacques Récamier. Paper. Price, 100 francs. Pp. 
326, with 1,214 illustrations. Paris: Masson & Cie, 1938. 


This extensive monograph on harelip by the foremost oral 
surgeon of France, and a surgeon of international repute, is a 
companion piece to the author’s treatise on cleft palate. 
Whereas in the latter the author, according to his statement, 
proposed to publicize a new operative procedure, in this book 
he deals not with a new principle but with a series of technical 
details which in his hands have improved surgical results. It is 
divided into two parts: the first and shortest is descriptive of 
varieties of harelip, the second of surgical treatment of this 
defect. Harelip deformity is divided into four groups, simple 
and total unilateral and simple and total bilateral. These, with 
their variations and subdivisions, are individually considered, 
and their incidence in the author’s and in foreign clinics listed. 
In the surgical portion, following a consideration of various 
technics, the author deals with his own operative methods. The 
book is based on experience with more than 1,400 harelips; 
1,135 were operated on by the author and 300 are cases observed 
by the author. The latter afford him an excellent opportunity 
to evaluate varied surgical procedures. He believes that he is 
perhaps more fully acquainted than the operators with some 
of their end results. On analysis of certain published methods 


he thinks that the perspective of some surgeons is somewhat 
foreshortened, that they do not permit sufficient time to elapse 
between operation and observation of end results or lose track 
of their patients and thus are ignorant of the actual outcome 
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of their intervention. In further substantiation of this impres- 
sion he itemizes 208 cases of total bilateral harelip, sixty-seven 
of the patients having died and only sixty-three of the remainder 
being available for statistics. Current and classic operative 
procedures are considered critically, the criticism being forceful 
but sympathetic, the author at all times confessing his own 
errors and including them among the multiple illustrations which 
he considers the chief virtue of the volume. He believes that 
publicized errors are of value to his colleagues. His own opera- 
tive modifications are graphically illustrated. In fact, the book 
is replete with illustrations; while some are of questionable 
value, many are decidedly instructive. The modification of total 
bilateral harelip is his special concern, in that he considers his 
method something of an innovation. He is vehement in deplor- 
ing certain treatments of the premaxilla in this defect. A section 
is devoted to an analysis of the author’s own poor results, which 
are illustrated. The oral surgeon will find the book something 
of a technical asset and a kindly literate criticism of classic 
and current methods of abolishing harelip deformities. 


Die Insulinshockbehandlung der Schizophrenie (unter Beriicksichtigung 
des Cardiazolkrampfes): Ein Leitfaden fiir die Praxis. Von Dr. A, y, 
Braunmihl, Oberarzt an der Heil- und Pflegeanstalt Eglfing-liaar. Paper. 
Price, 7.50 marks. Pp. 71, with 20 illustrations. Berlin: Julius Springer, 
1938. 

This booklet constitutes a comprehensive statement and criti- 
cal discussion of the technic, therapeutic indications and contra- 
indications in the employment of the insulin shock therapy of 
schizophrenia. The author takes into consideration also the 
question of metrazol in the therapy of schizophrenia and recom- 
mends its employment in combination with insulin, either dur- 
ing the rest day in the course of insulin therapy or after a 
brief period (two hours) of insulinization when an epileptic 
seizure is desirable. The booklet is an excellent guide to the 
employment of these therapies in schizophrenia and contains a 
rather complete bibliography on the subject. 


The Practice of Refraction. By Sir Stewart Duke-Elder, M.A., D.8e., 
M.D., Surgeon-Oculist to H. M. The King. Third edition. Cloth. Price, 
$4.50. Pp. 371, with 183 illustrations. Philadelphia: P. Blakiston’s Son 
& Co., Inc., 1938. 


This present revision, following three years after the preced- 
ing edition, testifies to the continued popularity of this clinical 
guide to the art of refraction, an acclaim merited by a text that 
is lucid, personal, nonmathematical and, with minor exceptions, 
authoritative. In the new material is a well written description 
of contact glasses, their advantages and indications, but the 
actual technic for prescribing these glasses is not discussed. The 
author appears favorably impressed with the recent work on 
aniseikonia ; he ignores the serious adverse criticisms of Frieden- 
wald, Ludvigh and others but concedes that “it is yet too early 
to give a dogmatic estimate of its clinical importance.” Dynamic 
retinoscopy comes in for passing notice, but muscular imbalance 
is awarded detailed consideration. Along with most British 
authors, he believes the Maddox wing test best adapted for the 
study of muscle balance at the near point. In cyclophoria he 
advises against moving the cylinder from its correct axis, for 
the relief does not compensate for the blurred vision that results. 
In excessive exophoria, prisms restricted to near use are recom- 
mended. Refraction without cycloplegia is considered the more 
physiologic and is advised in persons past 25 except when 
otherwise contraindicated. Nevertheless, though the discussion 
of objective methods of refraction is comprehensive and de 
including a clear exposition of cylinder retinoscopy, the treat- 
ment of subjective refraction is, in comparison, crude and dis- 
appointing. In the cursory mention of the cross-cylinder and 
the astigmatic dial, neither the rationale nor the possibilities ot 
these procedures is adequately developed. The clinical use 
the ephthalmometer is depreciated, as the readings are . 
ing from the practical point of view both for the accommodating 
and for the aphakic eye. The refractiometer of Fincham, how- 
ever, is considered reliable. Lens design is discussed, but not 
vertex refraction. With regard to tinted glasses, he the 
view of representative American ophthalmologists and physi 
cists that in ordinary illumination they are quite ' : 
for the healthy eye and that the frequency with which we 
employed in temperate climates depends largely on fashion sg 
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erroneous ideas of the action of light on the eye. The book 
is intended for the tyro, but even the experienced refractionist 
will probably find that it clarifies many points that have been 
obscure heretofore. 


Les ultravirus des maladies humaines. Par C. Levaditi, P. Lépine, et al. 
Cloth. Pp. 1,182, with 264 illustrations. Paris: Librairie Maloine, 1938. 

This book reviews the development and present state of 
knowledge concerning the human diseases that it accepts as 
caused by ultramicroscopic viruses. It opens with an instruc- 
tive and comprehensive discussion of ultraviruses by Levaditi 
followed by a section on their nature by Gratia. Vaccinia, 
yariola and vaccination are discussed by Gastinel, biologic puri- 
fication of vaccinial virus by Mesrobeanu, postvaccinial encepha- 
litis and postinfectious encephalitis in general by J. P. Bijl. 
Nicolau reviews herpes, Mohlwill zona (herpes zoster), Lépine 
rabies and its virus (104 pages), Levaditi epidemic encephalitis 
and epidemic poliomyelitis, with a chapter on immunity in 
poliomyelitis by Hornus; Lépine, typhus fever and similar 
fevers; Mathis, yellow fever; Blanc, dengue; Vieuchange, psit- 
tacosis; the Levaditis, inguinal lymphogranulomatosis (maladie 


de Nicolas-Favre) ; Kreis, lymphocytic choriomeningitis (Arm- 
strong’s disease); Haber, influenza. There is a section on 
filtration by Lecomte du Nouy, on ultrafiltration and its applica- 
tions to the study of viruses by I. A. Galloway, on experimental 
and microscopic technic by Lépine, and on culture of ultra- 


viruses by Plotz. There are numerous good black and white 
drawings and a plate of drawings in color illustrating the cellular 
inclusions or bodies typical of herpes, zona, rabies and yellow 
fever. There are abundant references to the recent literature on 
the topics discussed. The book covers thoroughly and authori- 
tatively the experimental, microbiologic and immunologic phases 
of the human diseases of ultravirus etiology. As one would 
expect, the clinical diagnosis and the nonspecific treatment of 
the diseases in question do not receive much consideration. The 
book will long be a useful source of information in its field. 
It is printed on somewhat heavily loaded and shining paper, 
and in view of the weight the binding is weak. There is no 
index of any kind, only a general table of contents listing the 
titles of the sections and their main subdivisions. The lack of 
index seriously reduces the ease of reference to particular items 
in the text. Besides a good subject index an author index would 
have been of much help in so new and active a field of investiga- 
tion as ultravirus disease. 


Handbook of Social Hygiene. Edited by W. Bayard Long, M.D., Attend- 
ing Dermatologist and Director of Dermatology and Syphilis Clinics in 
St. Luke’s Hospital, New York, and Jacob A. Goldberg, M.A., Ph.D., 
FA.P.H.A., Secretary, Social Hygiene Committee, New York Tuberculosis 
and Health Association, and Social Hygiene Council of Greater New York. 
With a foreword by Edward L. Keys, M.D. Cloth. Price, $4. Pp. 442, 
With 62 illustrations. Philadelphia: Lea & Febiger, 1938. 

This book of twenty-one chapters by different authors con- 
tains a wealth of valuable material. The writer of each chapter 
18 a recognized authority in his field and has presented the 
essential facts in that field as fully and clearly as space per- 
mitted. The present campaign against the venereal diseases is 
discussed, showing the many ways in which medicine, law, 
sociology, education and religion can join forces with the 
Practitioner and the health officer in abolishing syphilis. Hos- 
pitals im concentrating on their original function of caring for 
the acutely ill have been slow to realize the valuable part they 
can play in promoting health. Hospital cooperation in social 
hygiene still lags. This book points out ways and means by 
es such cooperation can be brought about in the treatment 
> = venereal diseases, The functions of the United States 

ubic Health Service and the state and local health depart- 
pron in the venereal disease campaign are outlined. The 
aa Ss regard to venereal disease in this* country are 
a a. contrasted with the much lower figures of England 
aie 2 ae tce countries. The great importance of social 
laiecien at epidemiologic investigation in combating venereal 
pi <S shown. The nurse is a vital factor in helping to 
iene to prevent venereal disease and in affording 
rtinctas a mothers and babies. The public health nurse. in 
tial, vet - broad field of usefulness in venereal disease 
surely a = ilis and gonorrhea are family problems just as 

ey are communicable diseases, and for this reason 
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they become a part of the problem of the family welfare agencies. 
They can give invaluable aid in the sex education of the young. 
The history of the whole social hygiene movement in this 
country is reviewed. The chapter on the legal aspects of the 
venereal diseases is a particularly interesting one. It outlines 
the state laws on the subject and discusses problems in work- 
men’s compensation. 

The chapters on the clinical symptomatology and medical 
treatment of the diseases might have been reserved for a more 
purely medical treatise. However, the book is so arranged that 
it is not difficult for the student of social hygiene to select the 
material most adapted to his needs and he will without doubt 
feel abundantly repaid for such selection and perusal. 


Lane Medical Lectures: The Mechanism of Heat Loss and Tempera- 
ture Regulation. By Eugene F. Du Bois, Medical Director, Russell Sage 
Institute of Pathology, New York. Stanford University Publications, Uni- 
versity Series, Medical Sciences Volume III, Number 4. Cloth. Price, 
2.25. Pp. 95, with 41 illustrations. Stanford University, California: 
Stanford University Press; London: Oxford University Press, 1937. 


This series of lectures on heat production and heat loss, with 
a discussion of physiologic mechanisms involved, constitutes a 
readable account of the important studies by Du Bois and his 
collaborators. It is the result of many years of work, which 
have served to mature the point of view and increase the value 
of the presentation. One of its main virtues lies in the syn- 
thesis of anatomic, biochemical, physiologic and clinical mate- 
rial in a critical manner. It demonstrates better than words 
the value of the scientific approach to the problems of prac- 
tical medicine. The book is to be recommended to all students 
of calorimetry in the laboratory and the clinic. 


Les hépatites. Par Maurice Loeper, professeur de Clinique médicale 
a la Faculté de médecine de Paris. Paper. Price, 60 francs. Pp. 262, 
with 47 illustrations. Paris: Masson & Cie, 1937. 


Clinical observations and deductions with pathologic confirma- 
tion made over a period of years at the Hopital Saint-Antoine 
in Paris form the basis for the multiple isolated and complicated 
types of hepatitis discussed by Maurice Loeper, professor of 
clinical medicine of the Faculty of Medicine of Paris. The 
subject matter proceeding from acute catarrhal jaundice through 
what the author terms malignant icterogenic hepatitis embraces 
Weil’s disease and hemochromatosis. The complications and 
sequelae of liver diseases are included. In all items the author 
considers the various theories pertaining to etiology and mecha- 
nism of liver damage or its results and is forthright in his 
allegiance to certain theses. The cirrhoses are not treated per 
se but largely with respect to their implication as predisposing 
factors or results of malignant icterogenic hepatitis. As to the 
latter, its features are comparable with those of acute yellow 
atrophy and toxic cirrhosis, but toxins and chemicals are repudi- 
ated in its immediate etiology, these in many instances being 
assigned a mere contributory role. A hypothetic virus is regarded 
as the specific agent in the production of the disease, a virus 
which the author thinks may be in some manner related to that 
again hypothetic virus which may be the cause of acute catarrhal 
jaundice. In proof of the existence of the agent or agents, the 
seasonal and simultaneous incidence of cases of severe and of 
benign icterus is invoked. Differential diagnosis is somewhat 
didactically outlined, and selective therapies are prescribed. Spe- 
cific references are largely to the French literature. A number 
of the illustrations are of inferior quality. The book is well 
written, lucid and not difficult to translate. However, the student 
certainly will be confused not only by deviations from orthodox 
terminology but also by the author’s rather loosely founded 
though stimulating concepts regarding etiology. 


1 quadri radiologici delle invaginazioni del tubo digerente. Dal Dott. 
Bruno Bonomini. Paper. Price, 30 lire. Pp. 114, with 82 illustrations. 
Belluno: Casa editrice libraria A. Salvador, 1937. 


In the introductory chapter the author outlines the plan to 
be followed in the subsequent chapters, which include statistics, 
anatomic and pathologic considerations, and the technic of the 
examination. In the next six chapters the author discusses the 
different regions in which invagination of the alimentary tract 
occurs. It is an exhaustive, thorough and fundamental work 
enriched with excellent illustrations. It is of value in cases 
in which a contrast enema is administered and films are taken 
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of the various phases of the reduction of the incarcerated portion 
when performed by bloodless manipulation. By this the work 
gains in clarity and the roentgenologist obtains a better under- 
standing in the interpretation of the films. Otherwise the 
diagnosis of invagination is difficult. In the acute cases a 
thorough and complete examination is seldom possible because 
of the poor condition of the patient. The roentgenologist’s 
experience in these cases is therefore limited. Bonomini has 
given in a certain measure an analysis of the anatomicopatho- 
logic condition which enables one to interpret the roentgenologic 
appearances in the proper manner. A complete bibliography 
of the literature pertaining to this subject is added. 


Kreislaufs: Funktionelle Differentialdiagnose 
von Herz- und Gefasstérungen. Von Fritz Schellong, Dr. med., a. o. 
Professor an der Universitat Heidelberg. Kreislauf-Biicherei. Band II. 
Herausgegeben in Verbindung mit der Deutschen Gesellschaft fiir Kreis- 
laufforschung. Paper. Price, 11 marks. Pp. 133, with 92 illustrations. 
Dresden & Leipzig: Theodor Steinkopff, 1938. 


Regulationspriifung des 


This small monograph, the second of a series on the circula- 
tion being brought out by the same house, deals exclusively 
with certain clinical tests of circulatory fitness. Great stress 
is placed on the behavior of the pulse rate and arterial tension 
following measured exercise (step climbing) or changes in pos- 
ture. Many case examples are illustrated by graphs of these 
responses to exertion. About ten pages is devoted to discussion 
of the significance of the QRS electrocardiographic complex. 
The clinical signs observed in certain groups of disturbances 
are described and considered in the last section of the book. 
l‘or example, the circulatory responses in thyrotoxicosis, hyper- 
tensive disease, hypotension, angina pectoris, postinfectious 
asthenia and obesity are described in considerable detail. One 
is conscious of a tendency to stress the significance of numeri- 
cally measured reactions to effort rather than the broad clinical 
impression. This is in sharp contrast to the fundamental teach- 
ings of Sir James Mackenzie. Instruments and methods of 
precision are invaluable but they can never replace sound clini- 
cal judgment. The significance of dyspnea and the degree of 
effort that induces it are almost utterly ignored. The volume 
is well printed and the illustrations are adequate. The literature 
cited is entirely European and almost wholly German in origin. 
The book can be recommended as a specialized monograph on 
certain clinical tests of circulatory fitness, but there is no effort 


whatever to compare the value of various procedures. It con- 
tains little that is new. 

Infants in Health and Sickness. By Robert Elsworth Steen, M.D., 
F.R.C.P.L, Physician, National Children’s Hospital, Dublin. Cloth. Price, 
$1.75. Pp. 127, with 4 illustrations. New York & London: Oxford Uni- 
versity Press, 1937. 


This concise outline of infant feeding and development is 
simply and clearly written so that it can be easily understood 
by students, nurses and even the average mother. A number 
of the diseases of infancy also are discussed. The chapters 
on the most common pathologic conditions of the neonatal 
period and later infancy are lacking in detail. Treatment is 
discussed briefly but adequately. The chapter concerning infant 
hygiene is prepared particularly for mothers and nurses. The 
book could hardly be recommended as a textbook for students 
because of the incompleteness of much of the material. 


Protoformotherapy in Treatment and Prevention: Fifteen Years of 
Research on New Scientific Bases of Therapeutics. By Dr. N. E. 
Ischlondsky. Extended edition of three successive lectures delivered 
before the Egyptian Medical Association at the University of Cairo in 
March, 1936, under the title: ‘‘The Internal Secretion of the Embryonic 
Tissues, Its Biological Significance and Its Importance in Practical 
Medicine.” Cloth, Price, 21s. Pp. 237, with 68 illustrations. London: 
Henry Kimpton, 1937. 

This book constitutes an enlargement of three lectures deliv- 
ered by the author before the Egyptian Medical Association at 
the University of Cairo in March 1936 and originally published 
in the Journal of the Egyptian Medical Association. Despite 
the formidable title and a difficult style, Dr. Ischlondsky’s con- 
tribution will well repay careful reading by interested clinicians 
and research workers, especially investigators in endocrinology. 
Though the author does not give a concise definition of “pro- 
toformotherapy,” this term is apparently used to represent 


“stimulation of [the] natural protective capacities of the organ- 
ism,” “multispecific” therapy in contrast to symptomatic therapy. 
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The treatment of symptoms the author considers to be “medical 
first aid.” The investigations reported here refer especially to 
the use of extracts of embryonic tissue in the therapy of a 
variety of conditions, both experimental and clinical. This syb- 
ject has been almost entirely neglected by other workers, 
Dr. Ischlondsky’s interesting results indicate that this may be 
a fertile field for research and a promising method of therapy, 


Le diagnostic radiologique des tumeurs malignes du pharynx et dy 
larynx: Etude anatomo-topographique et radiographique. Par Ff, 
Baclesse, chef de service & la Fondation Curie (Institut du radium de 
l'Université de Paris). Préface de A. Hautant. Paper. Price, 100 
francs. Pp. 269, with 236 illustrations. Paris: Masson & Cie, 1938, 


In the preface Hautant calls attention to the importance of 
radiography applied to laryngology, emphasizing at least two 
points. For the surgeon the procedure is valuable since it gives 
him information regarding the degree of operability of the tumor, 
and for the radiologist in that it permits him to outline the field 
of irradiation. The author, Baclesse, states that radiography 
of the larynx and pharynx could be considered the “poor rela- 
tion” of radiographic diagnosis. He emphasizes, however, that 
one should not forget that radiography is only a complementary 
procedure and can never replace the clinical examination or 
biopsy. In the first part of the monograph the radiographic 
appearances in the normal pharynx and larynx are described, 
including the ossification and calcification of the normal larynx. 
The second part deals with the malignant tumors of the pharynx 
and hypopharynx, including the radiographic differential diag- 
nosis of the tumors of the hypopharynx. The third and last 
part is concerned with the malignant tumors of the larynx. The 
text is brief but clear and very definite. The greater portion 
of the work consists of the illustrations, most of which are 
excellent reproductions of roentgenograms. Many of these are 
accompanied by diagrams showing clearly the site of the lesions 
in question. The volume is the result of many years of careful 
study and radiographic experience; it is highly informative, is 
well presented, and should be of immense interest and value to 
laryngologists. 


Die Akklimatisation: Eine Untersuchung iiber ihre Bedingungen, ihre 
Fehlischlage und ihre erfolgreiche Fiihrung. Von Dr. J. Grober, Professor 
fiir Innere Medizin, Vorstand des Physikalisch-therapeutischen Institutes 
der Universitit Jena. Paper. Price, 6.50 marks. Pp. 156. Jena: Gustav 
Fischer, 1936. 


This is a verbose discussion of the problem of acclimitization 
from the point of view of a physical therapist who is apparently 
unfamiliar with the pertinent medical literature as well as with 
physiologic, pathologic and meteorologic contributions in the 
field. As Dr. Grober has the title of professor of medicine at 
the University of Jena and is head of the institute of physical 
therapy, one might at least expect evidence of expert knowledge 
in his own particular field; but even this, on careful examination 
of the pages, is not in evidence. The book presents nothing of 
value to American physicians. 


Austria-Codex 1936. Von Priv.-Doz. Dr. Otto Zekert. Third edition. 
Fabrikoid. Pp. 343. Vienna: Aesculap-Verlag fir medizinische Zelt- 
schriften Ges. m. b. H., 1936. 


This is a handy pocket size book which contains most of the 
pharmaceutic preparations officially registered in Austria before 
the anschluss. The first part deals with a list of items a 
both in therapeutic and in chemical groups and is well prepared. 
The second part is an enumeration of pharmaceutic specialties, 
of which quite a few, especially of the glandular preparations, 
could be well omitted. 


Studien ueber den spinalen Block mittels optischer Rosie te und 
mit besonderer Beriicksichtigung der respiratorischen Druckschwankungen. 
Von Sten G:son Lagergren, med. lic. Aus der Neurologischen 


des K6niglichen Serafimerlazaretts, Stockholm. Paper. Pp. 538, 
62 illustrations. Helsingfors: Mercators Tryckeri, 1937. 
Lagergren, working in the clinic of Dr. Nils Antoni at 


Stockholm, has devised an apparatus for simultaneously meas 
ing and recording the respiratory movements of the thorax 
the alterations in pressure of the cerebrospinal fluid in 
cisterna magna and in the lumbar sac. The present monogra! 
represents the study of 155 cases in which this apne 
used. Of this number only seventy-two cases have proved pail 
ful for analysis. The monograph undoubtedly represents m™ 
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time and effort spent in this study. It is regretted that the 
material is so verbosely presented. The observations, inter- 
pretations and conclusions could with great advantage have been 
presented in a maximum of fifty pages. Few readers will find 
or give the time necessary to obtain the small amount of real 
information present. There are no revolutionary ideas presented. 
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Charitable Hospitals: Applicability of State Statute 
Forbidding Injunction in Labor Dispute.—The plaintiff, a 
charitable membership corporation, operates a charitable hos- 
pital in Brooklyn, which is supported mainly by payments from 


the city of New York for care rendered “free patients” sent by 
the city and by contributions from other sources. It employs 
about 100 nurses and sixty-five interns and has a staff of about 


500 physicians. One of the defendants, the Hospital Employees’ 
Union of “reater New York, Local 171, demanded that the 
wages of all hospital employees be increased 25 per cent, that 
each employee be given a full day off each week, that no 
employee be required to work more than eight hours a day, and 
that the hospital recognize the union as the sole bargaining agent 
for its employees, although less than 10 per cent of the employees 
were members of the union. When the hospital refused to com- 
ply with these demands, the union called a strike and resorted 
to certain activities, such as disorderly mass picketing, sounding 
of false fire alarms in the hospital buildings, taking possession 
of the kitchen and laundry facilities of the hospital, assaulting 
such hospital employees as refused to join the union, engaging 
ina sitdown strike and discontinuing the operation of elevators 
in the hospital. The supreme court of New York, special term, 
King’s County, enjoined the union and certain of its officers 
from interfering in any manner with the conduct and operation 
of the hospital, and the defendants appealed to the supreme court, 
appellate division, second department, New York. 

A New York statute (Laws 1935, ch. 477) deprives state 
courts of jurisdiction to issue injunctions in cases involving or 
growing out of labor disputes except under stated conditions. 
It was conceded that this statute would prohibit the trial court 
from issuing the injunction in this case if a charitable corpora- 
tion, such as the plaintiff hospital is, comes within its purview. 
The supreme court, appellate division, however, was of the 
opinion that, even though the anti-injunction statute does not 
expressly exempt charitable corporations from its operation, the 
legislature never intended it to apply to an institution such as 
the plaintiff hospital. While those involved in a labor dispute, 
as defined by the statute, need not stand in the relation of 
employers and employees, they must be engaged in the same 
industry, trade, craft or occupation.” These words connote and 
emphasize one common thought, that the parties to the con- 
troversy shall be engaged in the same business enterprise or 
commercial pursuit; one party motivated by the desire for profit, 
the other by the desire to earn a livelihood. The plaintiff hos- 
pital is not thus engaged, nor are its supporters motivated by 
any selfish or pecuniary consideration. The plaintiff’s function 
primarily, perhaps exclusively, is charitable: to care ‘for “the 
sick and disabled and to relieve their suffering and distress 
pd they are able or not to pay for the service they receive. 
a the plaintiff is not engaged in any industry, trade, 
. or occupation for profit within the meaning of the statute. 
Bk was of opinion also that when the plaintiff hospital 
pe “te “ so-called free patients” sent to it by the city, 
ide 4 a » If not in name, a governmental agency, perform- 
i - —— function which ordinarily belongs to and 
said the a. arged by the state. The anti-injunction statute, 
to effect o. rt, is clothed in general language and is designed 
‘budien a reform in the procedure relating to the issuance of 
the gd ete The principle of law that excludes 
ing in ‘enerni ¢ political subdivisions from a statute prescrib- 

€rms procedural requirements unless they are 
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specifically included, the court held, requires a holding that a 
charitable institution such as is the plaintiff hospital is also 
excluded. 

In accepting, as we must, continued the court, the policy of 
the statute as declared in the preamble of the statute that it 
was necessary to effect a reform in the issuance of injunctions 
“in labor litigations,” the legislative purpose could have no 
relation to charitable corporations and their employees, because 
no injunction ever was issued in a labor dispute involving a 
charitable institution. That charitable corporations were not 
meant to be included within the statute finds support in the 
history of labor’s struggle for shorter hours, increased wages 
and better working conditions. The conflict, which is almost 
as old as labor itself, always was between those whose capital 
was invested in business for profit and those whose efforts con- 
tributed to the earning of profits. Therefore it is reasonable 
to assume, in the absence of express language to the contrary, 
that in enacting the statute the legislature had in mind industrial 
and commercial enterprises organized for profit and the labor 
controversies and litigations incident to their operation, and not 
nonprofit charitable institutions such as the plaintiff hospital. 

The appellate division, accordingly, affirmed the order of the 
special term granting the injunction.—Jewish Hospital of Brook- 
lyn v. Doe et al. (N. Y.), 300 N. Y. S. 1111. 


Chiropody: Right to Practice Chiropody Not a Fran- 
chise; Injunction to Restrain Corporate Practice.—Two 
licensed chiropodists and the Chiropodist Society of New 
Jersey instituted proceedings in the court of chancery of New 
Jersey to enjoin the defendant corporation from engaging in 
the practice of chiropody. The individual complainants con- 
tended that they and all other licensed chiropodists taken col- 
lectively have an exclusive franchise which should be protected 
against the usurpation of the defendant corporation. But, the 
court said, a license to practice chiropody is not a franchise. 
“A franchise is a privilege or immunity which can only exist 
by special grant of the government of the state, and is incapable 
of existing without such grant, and which the citizen cannot 
enjoy without legislative grant. It cannot be held, we 
think, that the right of any person to practice his or her profes- 
sion, under a license issued pursuant to a statute enacted by 
the legislature under the police power of the state, comes within 
any legal definition of a franchise.” State v. Green, 112 Ind. 
462, 14 N. E. 352. Even if licenses to practice chiropody be 
considered franchises, the court pointed out, they are not, added 
together, an exclusive franchise, any more than the charters 
of all the corporations of the state constitute in sum an 
exclusive franchise. 

Sometimes, the court continued, the unlicensed practice of a 
profession has been viewed as a public nuisance. Equity, how- 
ever, will not interfere by injunction except the nuisance causes 
special and serious injury to a complainant. In the present 
case, it did not appear to the court that the injury to complain- 
ants was serious. Such special injury as they may sustain, 
furthermore, would not arise from the unlawful features of the 
defendant’s activities. The complainants suffer from the com- 
petition of the two or three chiropodists employed by the 
defendant, but not from the circumstance that the defendant 
has no license and cannot obtain one. In late years, the unlaw- 
ful practice of law has been enjoined in a number of cases at 
the suit of members of the profession. Lawyers are said to 
enjoy a franchise and this fact has been the basis of such suits. 
There have been also a few instances of suits for the enforce- 
ment of regulatory statutes, instituted by members of the pro- 
fession or occupation concerned. The practice indicated by 
these suits has sprung up, the court thought, because enforce- 
ment of regulatory statutes is sometimes neglected by public 
authorities and is apt to be more vigorous if those who have a 
direct financial stake are permitted to prosecute. But, in the 
opinion of the court, the practice could not be supported in 
principle and was contrary to the decisions previously handed 
down in New Jersey. The court, therefore, denied the motion 
for an injunction to restrain the defendant corporation from 
practicing chiropody for the reason that the chiropody practice 
act, on which the complainants sued, was not enacted for their 
benefit, but to protect the public against untrained chiropodists. 
—Mosig v. Jersey Chiropodists, Inc. (N. J.), 194 A, 248. 
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Workmen’s Compensation Acts: Silicosis an Occupa- 
tional Disease, Not an Accidental Injury.—The plaintiff, 
a workman, in the course of his employment as a grinder in 
the defendant company’s grinding department, operated emery 
wheels for a period of five years. Later he sued the company 
at common law, alleging that, because of the company’s failure 
to fulfil its statutory duty of supplying adequate exhaust fans 
and sufficient ventilation, he had contracted “the occupational 
disease of silicosis as a result of inhaling a quantity 
of steel, ascoloy, and carborundum dust.” From a verdict in 
favor of the plaintiff and a judgment denying the defendant’s 
motion for judgment notwithstanding the verdict, the defendant 
appealed to the Supreme Court of Pennsylvania. 

The workmen’s compensation act of Pennsylvania provides 
that it shall apply to industrial accidents within the common- 
wealth. It defines the terms “injury” and “personal injury” 
as meaning “only violence to the physical structure of the body, 
and such disease or infection as naturally results therefrom.” 
The defendant company contended (1) that the plaintiff had 
sustained an occupational disease, for which no compensation 
was provided in the workmen's compensation act and (2) that 
he was barred from bringing an action at common law, because 
silicosis causes “violence to the physical structure of the body,” 
thus making the plaintiff’s condition an “injury” within the 
meaning of that act for which the act provided no compensation. 

The workmen’s compensation act, said the Supreme Court, 
must be interpreted as if to the phrase “violence to the physical 
structure of the body” there was added the phrase “when said 
violence was due to an accident”; the act does not apply to all 
cases in which workmen receive injuries which do “violence 
to the physical structure of the body.” Every disease affecting 
human beings is pathologically an alteration of the normal, 
healthy condition of the human body and as such involves 
some degree of “violence.” The word “violence,” however, in 
common usage connotes a vehement application of force and 
is not ordinarily used to characterize the progress of a disease. 
Conceding, continued the court, that diseases such as tuber- 
culosis and silicosis may involve “violence” in some degree to 
the “physical structure of the body,” a workman who has con- 
tracted a disease in the course of his employment does not come 
under the workmen’s compensation act unless that disease had 
its origin in an injury by accident, and occupational diseases 
do not so arise. In the opinion of the court the plaintiff could 
not have maintained an action under the workmen’s compensa- 
tion act because he had not sustained a compensable accidental 
injury. 

The Supreme Court was unable to agree with the defendant’s 
contention that in Pennsylvania no action lies at common law 
for an occupational disease. Even though the workmen’s com- 
pensation act provides no compensation for such a disease, it 
cannot be said that the employee must assume the risk and 
cannot resort to his common law remedy to secure damages, 
provided the disease, whether occupational or otherwise, arose 
from the employer’s negligence. The court concluded that the 
workman had a common law right of action against his employer 
for injuries caused by a disease contracted in the course of his 
employment and due to the negligent conduct of his employer in 
violation of a statutory duty. 

Accordingly, the Supreme Court affirmed the judgment in 
favor of the plaintiff —Billo v. Allegheny Steel Co. (Pa.), 195 
A. 110. 


Insanity: “Incurable Insanity” as a Cause for Divorce. 
—A state statute, said the Supreme Court of Indiana, that 
authorizes the granting of a divorce for “incurable insanity” is 
not void because it contains no definition of “incurable insanity.” 
The law recognizes the reality of insanity as a mental state or 
condition, the existence of which is susceptible of being estab- 
lished by evidence, and attaches many legal consequences to the 
existence of this mental state. The existence of incurable 
insanity is a fact tobe proved by whatever evidence the law 
recognizes as competent. It is essentially a matter of expert 
opinion and the law accepts as realities those physical and mental 
conditions which authoritative medical science has determined 
to exist. When those who were conceded to know most about 
the subject believed that witchcraft was a reality, the law 
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accepted witchcraft as a fact. Since medical science recognizes 
the existence of the mental condition of incurable insanity and 
purports to determine its existence in particular cases, the law 
assumes that it is possible to establish the existence of “incurable 
insanity” as a fact. Consequently, the words “incurable insanity” 
have a factual meaning which is definite and tangible enough 
for legislative or judicial cognizance. The law dreams of the 
absolute but must be content with the approximate and relative. 

The court could, furthermore, see no lack of definiteness in 
the phrase “duly and regularly committed to and confined in a 
hospital or asylum for the insane.” “Duly and regularly com- 
mitted,” the court said, reasonably can mean only that the 
afflicted spouse must have been committed under legally recog- 
nized procedure; the term “hospital or asylum” must be an 
institution which under the law is authorized to accept insane 
persons for care and treatment.—State v. Brown (Ind.), 11 N. E, 
(2d) 679. 


Evidence: Statements by Patient to Physician, When 
Admissible.—A physician, said the St. Louis court of appeals, 
Missouri, may testify as to statements made by his patient 
relating to present, existing conditions or symptoms. He may 
not testify, however, as to the history of the case, based on 
a verbal account given to him by the patient during the course 
of an examination. Accordingly, the court of appeals upheld 
the lower court’s refusal to permit an insurance company to 
show by an attending physician that the insured had stated at 
the time of an examination by the physician that roentgeno- 
grams taken some six months previously had revealed a duo- 
denal ulcer, because such evidence was hearsay and was 
therefore inadmissible——Chavaries v. National Life & Accident 
Ins. Co. of Tennessee (Mo.), 110 S. W. (2d) 790. 


Privileged Communications: Testimony of One of 
Two Attending Physicians Does Not Constitute Waiver. 
—A plaintiff, said the Supreme Court of Iowa, who testifies 
concerning the extent and effect of her injuries and permits one 
of two physicians who treated her to testify in a like manner, 
does not waive her right to claim that the communications 
between her and the other physician are privileged within the 
meaning of the privileged communications statute of Iowa. 
Accordingly, the Supreme Court held that the latter physician, 
in the absence of the plaintiff's consent, was incompetent to 
testify as a witness for the defendant concerning the plaintiff's 
injuries.—Pearson v. Butts (Iowa), 276 N. W. 65. 
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COMING MEETINGS 


American Association for the Study of Goiter, Washington, D. C., Sept. 
12-14. Dr. W. Blair Mosser, 133 Biddle St., Kane, Pa., Secretary. 
American Association of Obstetricians, Gynecologists and Abdominal Sur- 
geons, White Sulphur Springs, W. Va., Sept. 22-24. Dr. James R. 

Bloss, 418 Eleventh St., Huntington, W. Va., Secretary. 
American Association of Railway Surgeons, Chicago, Sept. 19-21. Dr. 
Daniel B. Moss, 547 W. Jackson Blvd., Chicago, Secretary. 
American Congress of Physical Therapy, Chicago, Sept. 12-15. Dr. 
Richard Kovacs, 1100 Park Ave., New York, Secretary. 
American Roentgen Ray Society, Atlantic City, N. J., Sept. 20-23. Dr. 
Carleton B. Peirce, University Hospital, Ann Arbor, Mich., Secretary. 
Colorado State Medical Society, Estes Park, Sept. 7-10. Mr. Harvey T. 
Sethman, 537 Republic Bldg., Denver, Executive Secretary. Ww. 
Idaho State Medical Association, Sun Valley, Sept. 6-10. Dr. Harold W. 
Stone, 105 North Eighth St., Boise, Secretary. nald 
Michigan State Medical Society, Detroit, Sept. 19-22. Dr. L. Fe 
Foster, 311 Center Ave., Bay City, Secretary. T 
National Medical Association, Hampton, Va., Aug. 15-19. Dr. John 7. 
Givens, 1108 Church St., Norfolk, Va., General Secretary. 
Nevada State Medical Association, Reno, Sept. 23-24. Dr. 
Brown, 120 N. Virginia St., Reno, Secretary. Dr 
Oregon State Medical Society, Timberline Lodge, Aug. 24-27. : 
orris L. Bridgeman, 1020 S.W. Taylor St., Portland, Secretary. 1 
Society of American Bacteriologists, San Francisco, Aug. 30-Sept. * 
.. : L. 2. College of Agriculture, University of Wisconsin, 
adison, Wis., Secretary. 
Utah State Medical Association, Ogden, Sept. 1-3. Dr. D. G. Edmunds, 
610 McIntyre Bldg., Salt Lake City, Secretary. Dr. 
Washington State Medical Association, Bellingham, Aug. 29-31. . 
V. W. Spickard, 1303 Fourth Ave., Seattle, Secretary. 1.6 
Wisconsin, State Medical Society of, Milwaukee, Sept. 13-16. Mr. J 
C. Keith, 


Horace J. 


Crownhart, 119 East Washington Ave., Madison, Secretary. 
Wyoming State Medical Society, Laramie, Aug. 7-9. Dr. M. 
156 South Center St., Casper, Secretary. 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 


Periodicals are available from 1928 to date. Requests for issues of 
earlier date cannot be filled. « Requests should be accompanied by 
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are requested). Periodicals published by the American Medical Asso- 
ciation are not available for lending but may be supplied on purchase 
order. Reprints as a rule are the property of authors and can be 
obtained for permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted below. 


American Journal of Cancer, New York 
33: 167-330 (June) 1938 


Prognostic Significance of Intracellular Mucicarminophilic Material in 
Carcinoma of the Female Breast. Virginia Kneeland Frantz, New 
York.—p. 167. 

Tumor of Palm Having Structure of Mixed Tumor of Salivary Glands. 
L. C. Simard, Montreal.—p. 182. 

Relationship of Malignant Amelanotic Melanoma (Nevocarcinoma) to 
Extram:mmary Paget’s Disease. A. P. Stout, New York.—p. 196. 
Malignant Tumors in Dogs: Description of Nine Cases. H. B. Rudduck 

and Rk. A. Willis, Melbourne, Victoria, Australia.—p. 205. 

Adenocarcinoma in Uterus of a Rat Following Trauma and Extensive 
Horn Stimulation. C. R. Halter, New York.—p. 218. 

Comparative Pathology of Cancer of Alimentary Canal, with Report of 
Cases in Mice: Studies in Incidence and Inheritability of Spontaneous 
Tumors in Mice: Report XXXIV. H. G. Wells, Maud Slye and 
Harriet F. Holmes, Chicago.—p. 223. 

Effect of 1: 2: 5: 6-Dibenzanthracene on Growth of Brown-Pearce Rabbit 
Carcinoma. M. Appel, A. A. Strauss, G. Kolischer and H. Necheles, 
Chicago.—p. 239. 

Significance of Amino Acids for Growth in Vitro of Human Fibroblasts: 
II. Growth in Mediums Containing Various Amounts of Glycine. 
J. P. M. Vogelaar and Eleanor Erlichman, New York.—p. 246. 

Transmission of Animal Tumors by Means of Isolated Cells: I. Trans- 
mission Mice and Rats. N. Krotkina, Leningrad, U. S. S. R.— 
p. 253. : 


Action of X-Rays on Nucleated and Nonnucleated Egg Fragments. P. S. 
Henshaw, New York.—p. 258. 

Morphology of Stomach and Gastric Secretion in Malays and Chinese 
and Different Incidence of Gastric Ulcer and Cancer in These Races. 
C. Bonne, P. H. Hartz, J. V. Klerks, J. H. Posthuma, W. Radsma 
and S. Tjokronegoro, Batavia, Java.—p. 265. 


American Journal of Clinical Pathology, Baltimore 
8: 233-382 (May) 1938 

Clinicopathologic Application of Serum Phosphatase Determinations, with 
Special Reference to Lesions of Bones. J. H. Roe and E. R. Whit- 
more, Washington, D. C.—p. 233. 

Osteopetrosis (Marble Bone Disease). F. H. Lamb, Davenport, Iowa, 
and R. L. Jackson, Iowa City.—p. 255. 

Experimental Study of Biphasic Van den Bergh Reaction. N. Heilbrun 
and R. Hubbard, Buffalo.—p. 273. 

a Cortical Necrosis of the Kidneys. I. A. Gaspar, Rochester, 
N. Y.—p. 281. 

Glomeruloma of the Kidney: Report of Case and Review of Literature. 
C. I. Owen, Detroit.—p. 302. 

Endometrial Histology in Relation to Ovarian Function. W. E. Herrell, 
Rochester, Minn.—p. 315. 

*Rat-Bite Fever (Sodoku): Report of Five Cases. R. S. Leadingham, 
Atlanta, Ga.—p. 333. ; 

Pathology of Lungs and Other Organs in Silicosis. P. B. Matz, Wash- 
Ington, D. C.—p. 345. 

Significance of Mucus in Carcinoma of the Prostate Gland. F. Pilcher 
Jr., Rochester, Minn.—p. 366. 


Rat-Bite Fever.—Leadingham cites five cases of rat-bite 
fever (sodoku) with the characteristics of the Rattus norvegicus 
following bites by rats. Two patients were bitten on_ their 
fingers, one on the wrist, one on the nose and one on the 
car and neck. In all cases the wounds healed promptly. Incu- 

tion periods varied from four to thirty-six days. “Primary 
lesions,” induration of original wounds, occurred in three 
Instances with the onset of chills and fever. _Lymphadenitis 
a. Present in four cases. Cutaneous eruptions occurred in 
“oon Rog Leukocytosis varied from 8% _to 19,100, with 
- rt ls “from 52 to 80 per cent. All patients complained 
Sbiijn a pains in their muscles and joints. The clinical 
tl the illness was characterized, in each instance, by 

ng paroxysms of chills and fever at intervals of five 

«lat Cases the hyperthermic episodes observed in the 
me showed a septic type of fever lasting from forty-eight 

hety-six hours, falling in one instance by crisis and in the 





other by lysis. Three patients were each given one injection 
of arsphenamine or neoarsphenamine; one patient had two and 
one had seven injections. The characteristic clinical course of 
an illness following a bite by a wild rat or other susceptible 
animal should warrant the diagnosis of rat-bite fever and the 
use of arsenicals before organisms are isolated by animal 
inoculation. Prompt alleviation of symptoms should follow 
their administration if the illness is caused by Spirillum minus. 


American J. Digestive Diseases, Huntington, Ind. 
5: 217-280 (June) 1938 

Process of Intestinal Rotation in the Human Being Illustrated by Dried 

Intestines of the Cat. E. G. Wakefield, C. S. Welch and C. W. Mayo, 

Rochester, Minn.—p. 217. 

Gastroscopic Studies. F. A. J. Geier, Washington, D. C.—p. 218. 
*Simple Test for Determining the Presence of Gastrointestinal Lesions: 

Preliminary Report. E. E. Woldman, Cleveland.—p. 221. 

Effects of Acetylcholine, Acetyl-Beta-Methylcholine and Prostigmine on 

Secretion of Stomach of Man and Dog. H. Necheles, W. G. Motel, 

J. Kosse and F. Neuwelt, Chicago.—p. 224. 

The Takata Reaction in Blood Serum. E. Wayburn and C. B. Cherry, 

San Francisco.—p. 231. 

Chronic Ulcerative Colitis: Analysis of Eighty-Eight Cases. I. A. 

Feder, Brooklyn.—p. 239. 

Vitamin B Complex and Functional Chronic Gastrointestinal Malfunction: 

Study of 227 Cases. H. Borsook, Pasadena, Calif., P. Dougherty, 

A. A. Gould, Los Angeles, and E. D. Kremers, Pasadena, Calif.— 

p. 246. 

Vitamin C Content of Certified Milk at the Time of Consumption. F. V. 

West and J. C. Wenger, Los Angeles.—p. 251. 

Cyst of Gastrocolic Omentum. D. B. Fishback, Philadelphia.—p. 252. 
Early Diagnosis of Nontropical Sprue, with Note on Its Familial Inci- 

dence. G. L. Weller Jr., Washington, D. C.—p. 254. 

Chronic Duodenal Ulcer: Unusual Case. W. F. Cheney, San Fran- 

cisco.—p. 257. 

Ulcerative Colitis with Unusual Complications: Case. H. N. Taube, 

Toronto.—p. 259. 

Test for Determining Gastrointestinal Lesions.—Wold- 
man describes a test for determining the presence of a break in 
the continuity of the mucous membrane of the gastrointestinal 
tract by the administration of 0.1 Gm. of phenolphthalein in an 
alcoholic solution. For this test, 1 Gm. of white phenolphthalein 
is dissolved in 100 cc. of 95 per cent alcohol. The oral dose 
administered is 10 cc. of this solution, or 0.1 Gm. of phenol- 
phthalein. The solution should be administered in the morning, 
when the patient is in a fasting state. The patient is instructed 
not to eat or drink for one hour after taking the phenolphthalein. 
Specimens of urine are obtained two and four hours after the 
patient has taken the phenolphthalein solution. A portion of 
each specimen of urine is poured into two containers, one to be 
used for comparison of color with the other portion, to which 
10 per cent sodium hydroxide solution is added. The 10 per 
cent solution of sodium hydroxide is added with a dropper until 
no more change in color (pink) takes place. The urine must 
be examined promptly, for otherwise false positives may be 
obtained. If the test is positive for free phenolphthalein, a break 
in the mucous membrane of the gastrointestinal tract caused by 
ulcer or carcinoma is indicated. If the test is negative, it indi- 
cates that the mucous membrane is intact. The test has been 
performed on 112 subjects. Seventy-seven of the subjects had 
no apparent gastrointestinal lesion and thirty-five had gastro- 
intestinal lesions demonstrated roentgenologically or by other 
means. Of the thirty-five patients with lesions, all but one 
showed a positive test for phenolphthalein in the urine. In the 
exceptional instance there was x-ray evidence of an irregular 
duodenal cap, and the patient had pain one-half hour after meals 
which was relieved by food but not by alkalis. Since this is 
atypical for duodenal ulcer, the patient may not have had an 
active lesion. Of the seventy-seven cases with no apparent 
gastrointestinal lesion, seventy-five exhibited no evidence of 
phenolphthalein in the urine after two and four hours. The two 
patients in this control group in whom tests for free phenol- 
phthalein in the urine were positive were too ill to check 
thoroughly for the presence or absence of a gastrointestinal 
lesion. One had advanced multiple sclerosis and the other 
coronary thrombosis. The latter died a few days after the test 
was made, but postmortem examination was refused. It is 
possible that these patients may have had some lesion in the 
stomach or intestine which was not suspected or was masked 
because of the other disease, but this has not been proved. 
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American J. Obstetrics and Gynecology, St. Louis 


35: 925-1114 (June) 1938. Partial Index 


*“Disgerminoma of the Ovary: 
teen Cases. FE. Novak and L. A. Gray, Baltimore.—p. 925. 


Clinical Evaluation of Stereoroentgenography of the Female Pelvis. 


K. B. Steele, L. A. Wing and C. M. McLane, New York.—p. 938. 

Blood Chemistry Observations in Protein Deficient and Toxic Preg- 
nancies. M. H. Barker, Chicago.—p. 949. 

Masculinizing Elements in the Ovary. R. A. Reis and O. Saphir, 
Chicago.—p. 954. 

Familial Intersexuality: Report of Three Unusual Cases. D. R. Mishell, 
Newark, N. J.—p. 960. 

Determination of Estrogenic Substance in Blood Serum by Means of 
Estimation of Antiproteolytic Power of Serum. FE. Shute, London, 
Ont., Canada.—p. 970. 

Origin of Substance in Urine Which Produces Elongation of Bitterling 
Ovipositor. A. E. Kanter, A. H. Klawans and B. O. Barnes, Chicago. 
—p. 984. 

*Significance of Clostridium Welchii in Genital Tract of Pregnant and 
Puerperal Women. S. M. Bysshe, New York.—p. 995. 

Observations on Relative Efficiency of Two Types of Ergot Preparations 
in Control of Postpartum Bleeding. R. C. ter Kuile, Bridgeport, Conn. 
—p. 999. 

*Trichomonas Vaginalis Vaginitis: Comparative Study of Treatment and 
Incidence. P. Peterson, San Diego, Calif.—p. 1004. 

Serologic Study of Hemolytic Streptococci from Throat, Nose and 
Vagina of Antepartum Obstetric Patients. F. O. Rolfs, R. E, Trussell 
and E. D. Plass, Iowa City.—p. 1009. 

Results of Treatment in Antepartum Syphilis Clinic at Bellevue Hospi- 
tal. M. D. Speiser, New York.—p. 1013. 

Etiology of Cervicitis: Preliminary Report. M. A. Roblee, St. Louis.— 
p. 1039. 

Pregnancy Complicated by Gonococcic Salpingitis. W. M. Brunet and 
J. B. Salberg, Chicago.—p. 1056. 

Twin Ectopic Pregnancy. H. C. Falk and G. Blinick, New York.— 
p. 1058. 

Disgerminoma of the Ovary.— Ovarian disgerminoma, 
according to Novak and Gray, is considerably less frequent than 
granulosa cell carcinoma but more common than arrhenoblas- 
toma or Brenner tumors. They have encountered seventeen 
disgerminomas, as against fifty-eight granulosa cell carcinomas, 
seven arrhenoblastomas and eight Brenner tumors. Disgermi- 
noma is preeminently a tumor of early life. It is common in 
children before puberty and likewise in young adolescents. It 
is sometimes found in adult women. The authors’ youngest 
patient was 6 and the oldest 38 years of age. The average age 
was 20. Since these tumors arise from cells dating back to the 
undifferentiated phase of gonadal development, it is not sur- 
prising that an exactly similar tumor, the well known seminoma, 
occurs in the testis. Disgerminoma exhibits no endocrine 
activity but is made up of sexually indifferent cells. In this 
respect it differs from the feminizing granulosa cell carcinoma 
and the masculinizing arrhenoblastoma. Disgerminoma is often 
observed in sexually underdeveloped or pseudohermaphroditic 
individuals, but it has nothing to do with the production of 
these abnormalities of sex, which persist after removal of the 
tumor. The malignant degree of the tumors varies with the 
individual tumor. The outlook is favorable when the tumor is 
unilateral, with intact capsule. Nine of ten such patients have 
remained well after operation. The results of operation are 
much less favorable when the capsule has been broken through, 
with extensive infiltration of surrounding organs and perhaps 
metastases. Even when there is considerable infiltration, with 
incomplete removal, some patients have been apparently cured 
by postoperative irradiation, which the authors believe is a 
valuable adjunct in such cases. 


Clostridium Welchii in Genital Tract.—Bysshe took 
anaerobic vaginal cultures on 547 patients and positive Clos- 
tridium welchii cultures were obtained in twenty-five, or approxi- 
mately 4.5 per cent. The five patients who had positive cultures 
in the antepartum clinic showed no evidence of infection or 
morbidity in the puerperium. Of the nineteen patients from 
whom positive cultures were obtained during the puerperium, 
only eight showed morbidity, i. e. a fever of 100.4 F. or more. 
Five of these had evidence of endometritis and the Welch bacillus 
was cultured from the genital tract. Of these five only one, 
the patient who died, presented the typical picture of gas bacillus 
sepsis. The remaining four showed symptoms and signs of 
ordinary puerperal endometritis. 

Trichomonas Vaginalis Vaginitis.—Peterson found the 
incidence of Trichomonas vaginalis infection among 5,712 
obstetric and gynecologic patients of the Obstetrical and Gyneco- 
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logical Clinic at the U. S. Naval Hospital, San Diego, Calif, 
to be 24.6 per cent for all patients examined or 3.69 per cent 
when only those with typical symptoms were considered. Ip 
postpartum cases the incidence was 33 per cent, as compared to 
20.3 per cent in the antepartum cases. Trichomonas vaginalis 
vaginitis as a recognized clinical entity occurred in only 15 per 
cent of the cases. Some patients had pain in the region of the 
lett lower quadrant and painful coitus with no other changes 
to account for it. When the three methods of treatment 
employed (carbarsone, vioform and silver picrate) are compared 
the results appear to parallel one another, though there appears 
to be a slight advantage from the use of silver picrate. 


American Journal of Public Health, New York 
28: 695-806 (June) 1938 


Problems of a Housing Enforcement Program. L. M. Graves and A. H. 
Fletcher, Memphis, Tenn.—p. 695. 

Epidemiology of Trichinosis. C. D. Barrett and R. Sears, Lansing, 
Mich.—p. 706. 

Nutrition Program in a State Health Department. W. E. Morris, Dover, 
Del.—p. 718. 

Tabular Outline for Use in Reporting Hospital Morbidity. 
Rochester, Minn.—p. 723. 

Acute Diarrheal Disorders. <A. V. 
p. 730. 

A Water-Borne Outbreak of Gastroenteritis in a Tennessee Town, 
C. Pharris, F. W. Kittrell and W. C. Williams, Nashville, Tenn.— 
p. 736. 

Gastrointestinal Disorder Not Proved to Be Water Borne. 
and J. G. McAlpine, Montgomery, Ala.—p. 741. 

*Pathologic and Immunologic Studies in Poliomyelitis and Their Signifi- 
cance in Therapy and Treatment. M. Brodie, Detroit.—p. 746. 

Rural Syphilis: A Localized Outbreak. R. C. Kimbrough, D. M. 
Cowgill and E. P. Bowerman, Madisonville, Tenn.—p. 756. 

Lactobacillus Acidophilus and Dental Caries. P. Jay.—p. 759. 

Survival of Eberthella Typhi in Sewage Treatment Plant Processes, 
C. E. Green and P. J. Beard, Stanford University, Calif.—p. 762. 


J. Berkson, 


Hardy and J. Watt, New York.— 


D. G. Gill 


Pathologic and Immunologic Studies in Poliomyelitis. 
—Brodie declares that the virus of poliomyelitis in the experi- 
mental animal is strictly neurotropic and travels by way of 
the nerve tracts. Neither the port of entry nor the pathogenesis 
has been finally determined in man. The study of immunologic 
data show that: 1. The presence of serum neutralizing sub- 
stances or the so-called antibodies and resistance to the disease 
do not necessarily correlate. However, in the human being 
there is evidence that the presence of antibodies may be indic- 
ative of immunity. 2. Recovery from poliomyelitis does not, 
as a rule, result in demonstrable antibodies or neutralizing sub- 
stances. 3. The so-called neutralizing substance can develop 
only as a result of specific exposure to the virus. 4. There is 
evidence that more than one strain of virus exists. Neither 
convalescent serum nor any of the other available therapeutic 
measures advocated offers any hope for the prevention or limi- 
tation of paralysis in treated cases. The value of active immu- 
nity as a preventive is undetermined. Further studies should be 
withheld until the human pathogenesis has been worked out. 
Nasal sprays are effective in protecting the monkey. In the 
human being the results are not encouraging and may not be 
protective. 


American Journal of Tropical Medicine, Baltimore 
18: 245-330 (May) 1938 


*Effectiveness of Carbarsone as a Remedy for Amebiasis. E. G. Hakans- 
son, Panama, Republic of Panama.—p. 245. 

Seventh Year’s Observations on Malaria in Panama. Ii. C. Clark and 
W. H. W. Komp, Panama, Republic of Panama.—p. 271. 

Role of Some Common Anopheline Mosquitoes of Panama in the Trans- 
mission of Malaria. L. E. Rozeboom, Panama, Republic of Panama. 


anal 2 
eomanei ae Sparganum Mansonoides and Sparganum Proliferum. j.F 
Mueller, Syracuse, N. Y.—p. 303. ‘ 
Further Observation on Incidence of Hepaticola (Capillaria) Hepatica 
Ova in Human Feces. H. E. Wright, Dallas, Texas.—p. 329. 
Carbarsone for Amebiasis.—In the early part of 1935 
Hakansson began to treat some cases of amebiasis with carbar- 
sone. Only oral administration of the drug was employed. A 
total of only forty-five cases were treated under controll 
conditions; thirty-five of these were inmates of Retiro Matias 
Hernandez, the remaining ten being laboratory technicians 
members of their families living in Panama City. The a 
sone was given in divided doses two or three times a day 
diately after meals. During the treatment and for 4 
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thereafter the patients were observed for toxic effects, such as 
gastrointestinal irritation, dermatitis, jaundice, albuminuria and 
impairment of vision. A small daily dose of 0.0075 Gm. per 
kilogram of body weight (approximately 0.25 Gm., one capsule, 
twice daily) given for ten days will cure some carriers. In 
other carriers this dose will fail to cure even though continued 
over a period of four weeks. Even a large daily dose of 
0.025 Gm. per kilogram of body weight (1.75 Gm., seven cap- 
sules) given for ten days may fail to cure some carriers. In 
the presence of acute amebic dysentery the small daily dose of 
0.0075 Gm. per kilogram may not only fail to cure but may 
even be insufficient to clear the stools of Endamoeba histolytica 
and to control the dysentery. The large dose of 0.025 Gm. per 
kilogram promptly relieves the dysentery and brings about a 
clinical cure and in some cases eradication of the infection and 
actual cure. The immediate effects on the amebas in the stools 
and the clinical results indicate definitely a greater effectiveness 
of large doses for ten days than small doses for four or five 
weeks, 


Archives of Dermatology and Syphilology, Chicago 
37: 937-1096 (June) 1938 


Significance in Dermatology of Virus Diseases and Their Organisms. 
E. Hoffmann, Bonn, Germany.—p. 937. 

New Species Madurella: Isolation and Identification in Case of 
Maduromyccsis. E. B. Hanan and Sophia Zurett, Buffalo.—p. 947. 
LXXVIIL. Trichomycosis Axillaris Rubra: Report of Case with Descrip- 

tion of Condition. M. Moore, St. Louis.—p. 967. 

Tinea Versicolor Involving the Scalp. R. L. Baer, New York.—p. 970. 

Multiple Idiopathic Hemorrhagic Sarcoma of Kaposi: Report of Fourth 
Case in Full-looded Negro. L. J. A. Loewenthal, Uganda, British 
East Africa.——p. 972. 

"Incidence in the Chicago Region of Acne Vulgaris. Josephine Hinrich- 
sen and A. ©. Ivy, Chicago.—p. 975. 

Diffuse Polymorphous Neurofibromatosis, with Unusual Localization 
and Involvement of Central Nervous System. A. Gordon, Philadelphia. 
—p. 983. 

Unusual Reticular Fibro-Atrophoderma Following Arsphenamine Derma- 
titis: Report Case. E. Epstein, Oakland, Calif.—p. 987. 

Dermatology with Syphilology. L. Goldman, Cincinnati.—p. 990. 

Clinical Excretion of Bismuth: V. Excretion of Sobisminol and of 
Some Other ismuth Preparations for Oral Administration. T. Soll- 
mann, H. Cole and Katharine Henderson, with collaboration of G. W. 


Binkley, H. Connors, G. Cooper, W. F. Schwartz, M. Sullivan and 
W. R. Love, Cleveland.—p. 993. 

Bismuth in Cerebrospinal Fluid After Administration of Iodobismitol. 
P. J. Hanzlik, San Francisco.—p. 1003. 

Alopecia Areata: Roentgen Studies of Sella Turcica. A. Strickler and 

‘ S. I. Greenberg, Philadelphia.—p. 1008. 

es as Cause of Urticaria. W. A. Rosenberg, Chicago. 
—p. ; 


Cutaneous Tumors in Leukemia and Lymphoma. Olive Gates, Boston.— 
p. 1015, 


“Erythema of the Ninth Day”: Complicated by Acute Hepatitis and 


Jaundice on Continuation of Arsphenamine Therapy. S. S. Robinson, 
Los Angeles.—p. 1031. 


Psychogenic- Aspects of Certain Common Cutaneous Diseases. H. H. 

Hopkins, Baltimore.—p. 1035. 

Antonio Nufiez Ribeiro Sanchez (1699-1783): An Eighteenth Century 

Syphilologist. S. J. Zakon, Chicago.—p. 1040. 

Acne Vulgaris.—Hinrichsen and Ivy attempted to deter- 
pony the incidence of acne vulgaris in Chicago by examining 
333 boys and 267 girls living in a children’s home and varying 
mage from 5 to 18 years, 549 boys and 579 girls going to high 
school and 334 young women attending a university, varying 
Mage from 16 to 22 years. The survey shows that acne vulgaris 
may Occur at a relatively early age. The earliest onset observed 
Many case Was at 6 years in female and 7 years in male sub- 
— Acne in its broadest sense was present to the same extent 

male and female subjects, the university group being excluded. 
oa In its narrowest sense (grades ++ and +++) was 

sent at the children’s home in approximately the same pro- 
te hig a (43 per cent) and girls (49.4 per cent), but in 
pide Sc group acne in its narrowest sense was more 
In girl ee ys (43.8 per cent) than in girls (22.5 per cent). 
mena — acne was seen first at 11 years and was most 
iene rom 14 to 16 years. In boys severe acne was seen 
Since o—" and was most severe between 16 and 19 years. 
iological Y occurs earlier in girls, if sexual maturation is 
pe. -ngeabagy in acne, as it apparently is, acne should 
me t0 three in girls. Acne has its definite onset in girls from 
acording te “aye before or after the onset of the menses, 
wr e histories obtained. An exacerbation of acne 
uring the menstrual period was observed in 46 per 





cent of girls at the children’s home and 72 per cent of a group 
of patients treated at the Northwestern University Clinic. A 
history of acne in one or more members of the family was given 
by 75 per cent of the girls at the children’s home and by 57 per 
cent of the boys. The incidence of acne, particularly in the 
more severe forms, was slightly higher in Negro boys than in 
white boys. However, the number of cases studied is relatively 
small. The incidence in female Negroes was about the same 
as that in the white girls in the same group. The incidence of 
acne in the Chicago region as compared with that of Bloch in 
Switzerland indicates that for white subjects the incidence is 
higher in this region than in Switzerland. 


Vitamin C Deficiency in Urticaria.—Since urticaria is a 
disease involving the blood vessels and the connective tissues 
of the body and since vitamin C deficiency produces charac- 
teristic pathologic changes in these organs, Rosenberg investi- 
gated the vitamin C content of the blood in seven cases of 
urticaria. The daily ingestion of from one to two lemons and 
oranges by the seven patients raised the vitamin C content of 
their blood and the urticarial lesions did not recur after a few 
weeks of a diet including citrus fruit and fresh vegetables. 


Archives of Surgery, Chicago 
36: 899-1074 (June) 1938 

Tumors of the Spine, with Consideration of Ewing’s Sarcoma. R. R. 
Rix and C. F. Geschickter, Baltimore.—p. 899. 

Rib Regeneration from Standpoint of Thoracic Surgery. W. F. Bowers, 
Minneapolis.—p. 949. 

*Appendicitis at the Jameson Memorial Hospital. W. E. Flannery, New 
Castle, Pa.—p. 977. 

Modified Double Enterostomy (Mikulicz) in Radical Surgical Treatment 
of Intussusception in Children. B. Woodhall, Durham, N. C.—p. 989. 

*Total Bile Acid-Cholesterol Ratio in Human and in Canine Bile. 
H. Doubilet and R. Colp, New York.—p. 998. 

Review of Urologic Surgery. A. J. Scholl, Los Angeles; F. Hinman, 
San Francisco; A. von Lichtenberg, Budapest, Hungary; A. B. Hepler, 
Seattle; R. Gutierrez, New York; G. J. Thompson and J. T. Priestley, 
Rochester, Minn.; E. Wildbolz, Berne, Switzerland, and V. J. 
O’Conor, Chicago.—p. 1019. 

Appendicitis at the Jameson Memorial Hospital.— 
Flannery studied the records of the 440 patients discharged from 
the Jameson Memorial Hospital in 1935 and 1936 with a final 
diagnosis of appendicitis. Twenty-three patients were not 
operated on. Twenty girls and women were submitted to 
operation for gynecologic diseases and the appendixes were 
removed incidentally and in one adolescent male an appendix 
was not found. This leaves 396 cases of appendicitis in which 
operation was performed. The records show that 69.4 per cent 
of the patients were between 11 and 30 years of age. There 
were 60.2 per cent women and girls and 39.8 per cent men and 
boys in the group. The average time that elapsed from the 
onset of the acute attacks until hospitalization was 34.8 hours. 
Of the 396 patients submitted to operation, 55 per cent stated 
that they had had previous attacks of appendicitis. In 29.1 per 
cent of the 189 cases of acute appendicitis in the series the 
appendix was gangrenous on admission and in 63 per cent of 
these it had perforated. This shows that too many persons are 
temporizing in the face of a fatal issue by neglecting first 
attacks. A total of sixty-nine patients took cathartics, while an 
additional four were given enemas before admission. Of the 
nine patients who died, six had taken some cathartic by mouth. 
Fifteen of some thirty-three patients with ruptured appendixes 
had had cathartics by mouth before admission and one had an 
enema. The mortality for the patients who were operated on 
was a small fraction over two of every hundred. The mortality 
for patients with acute gangrenous appendicitis with rupture 
was a fraction over two of every ten. Death occurred in nearly 
five of every ten patients with spreading peritonitis. More 
attention should be given to the management of patients with 
diffuse peritonitis. For example, operation might be deferred, 
as suggested by Arnheim and others. 

Bile Acid-Cholesterol Ratio.—Doubilet and Colp made a 
series of bile acid and cholesterol analyses of specimens of bile 
from the gallbladder and from common duct fistulas in order to 
ascertain the fundamental factors determining the solubility of 
cholesterol in bile. The amount of cholic acid, of desoxycholic 
acid and of total bile acids as well as the content of conjugated 
bile acids and of free bile acids was determined in each sample 
of bile. The concentration of cholesterol was not significantly 
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influenced by increasing the concentration of acids in the bile 
as a result of their administration. Consequently the total bile 
acid-cholesterol ratio tended to be definitely increased each time 
bile salts were administered. Only a trace of cholesterol was 
present in the bile after the administration of dehydrocholic acid. 
This result may have been due to the fact that cholesterol is 
insoluble in dehydrocholic acid. 


Connecticut State Medical Society Journal, Hartford 
2: 257-308 (June) 1938 
Comments on Coronary Artery Disease, with Especial Reference to Prog- 
nosis. L. H. Nahum, New Haven.—p. 257. 
Diagnosis of Congenital Syphilis. J. H. Root, Waterbury.—p. 265. 
Treatment of Neurosyphilis. S. H. Epstein, Boston.—p. 266. 
Diabetes Mellitus. T. P. Murdock, Meriden.—p. 272. 
Conservative Steps in Treatment of Petrositis. J. R. Page, New York. 
p. 275. 
The Country Doctor in Turkey. 


o. 277. 


D. M. Rogers, Talas, Kayseri, Turkey. 


Illinois Medical Journal, Chicago 
73: 449-540 (June) 1938 

Inter Responsibilities of the Medical Prefession, Society, Industry and 
Government. R. K. Packard, Chicago.—p. 465. 

The Cause of Cancer. F. E. Simpson, Chicago.—p. 468. 

Use of Pitressin in Common Duct Obstruction of Gallbladder by Biliary 
Caleuli: Case Report, Showing Results of X-Ray Studies in Which 
No Dye Was Used. N. H. Chestnut, Springfield.—p. 475. 

Tuberculosis Survey of the Peoria State Hospital: Preliminary Report. 
M. Pollak, I. Turow and M. Kurth, Peoria.—p. 481. 


*Synthetic Male Hormone in Treatment of Prostatic Hypertrophy. F. S. 
‘Cary, Chicago.—p. 486. 
Congenital Atresia of Upper Vagina with Retained Menses. J. B. 


Davison, Urbana.—p. 491. 
Wills and Trusts. F. F. Selfridge, Chicago.—p. 494. 
Local Treatment of Arthritis by Inunction: New Method of Applying 
Histamine. D. L. Stormont, Evanston.—p. 501. 
Cardiac Review of 1937. N. Flaxman, Chicago.—p. 504. 
The Symptoms, Diagnosis and Treatment of Undulant Fever. 
Chicago.—p. 521. 
Importance of Electrocardiogram. 
The Camel and the Doctor. L. C. Ives, Peoria. 
Male Hormone in Prostatic Hypertrophy.—Cary is of 
the opinion that prostatic hypertrophy can no longer be regarded 
as an independent entity. The interrelationship between the 
testes, the anterior pituitary gland and the secondary sex organs 
are recognized and it is known that changes in one of these 
organs are inevitably conveyed to the other members. If this 
is true, it is possible that benign prostatic hypertrophy may be 
due to an endocrine imbalance. Testosterone propionate has 
been used in the treatment of twenty-six cases of prostatitis or 
prostatic hypertrophy. Only six patients failed to get any 
appreciable results. Testosterone propionate has been used in 
doses of 5 mg. and in every case the general tone of the patient 
was improved. 


Gillespie and H. L. 


1. G. Cary, 


E. Keating, Chicago.—p. 527. 
p. 530. 





Iowa State Medical Society Journal, Des Moines 
28: 217-260 (June) 1938 

Advances in Internal Medicine in 1937. J.-S. McQuiston, Cedar Rapids. 

—p. 224. 

Pitfalls in Treatment of Varicose Veins. 

—p. 229. 

Finding Syphilis Through the Laboratory. 

Spanswick, Iowa City.—p. 231. 
Japanese Persimmon Bezoars: Report of Case. 

—p. 234. 
*Oil _ Wintergreen Poisoning. 

Oil of Wintergreen Poisoning.—Since oil of wintergreen 
is extremely poisonous and constitutes a particular hazard in 
the home with children (because of its pleasant odor), Kane 
recommends that all oil of wintergreen dispensed be labeled 
“poison” and the purchaser warned of its danger. When poison- 
ing occurs, treatment consists of immediate and thorough lavage. 
Small amounts of solutions of sodium bicarbonate or magnesium 
sulfate may be left in the stomach. If collapse occurs, suppor- 
tive measures are instituted. If the heart weakens, judicious 
amounts of epinephrine result in at least temporary improve- 
ment. Convulsions may be controlled with chloral hydrate if 
necessary. After early treatment, the prognosis should be 
guarded and the full gravity of the situation realized. The 
urine should be watched for the appearance of albumin or ace- 
tone and sugar. Intravenous fluids may be given. Two cases 
of oil of wintergreen poisoning are reported; one of these 
terminated in death. 


F. L. Smith, Rochester, Minn. 
M. E. Barnes and M. Pearl 
J. C. Hancock, Dubuque. 


T. E. Kane, Sioux City.—p. 238. 
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Journal of Biological Chemistry, Baltimore 
124: 1-358 (June) 1938. Partial Index 


Protein Content of Organs and Tissues of Body After Administration 
of Thyroxine and Dinitrophenol and After Thyroidectomy, T, Addis, 
D. Karnofsky, W. Lew and L. J. Poo, San Francisco.—p, 33, 

Rate of Citric Acid Formation Following Injection of Sodium Salts of 
Certain Dicarboxylic Acids. A. H. Smith and J. M. Orten, New 
Haven, Conn.—p. 43. 

Cause of Elevation of Serum Phosphatase in Jaundice. 
Y. P. Chen and A. C. Ivy, Chicago.—p. 79. 

Protein Fractions of Human Strain H37 of Tubercle Bacillus: [1 
A. E. O. Menzel and M. Heidelberger, New York.—p. 89, 

Reaction of Epiphysial Cartilage in Normal and Rachitic Rats, oan 
Pierce, Baltimore.—p. 115. 

Fate of Plant Sterols in Intestinal Tract. 
Hungary.—p. 151. 

Inhibition of Benzidine Blood Test by Ascorbic Acid. 
R. M. Watrous, North Chicago, Ill.—p. 163. 

Inhibitory Effect of Low Oxygen Tension on Deamination of Amino 
Acids in the Kidney. W. Kempner, Durham, N. C.—>p. 229, 

Influence of Temperature on Vitamin C Content of Dog Adrenals After 
Death. G. A. Peters and H. E. Martin, Indianapolis.—p, 249, 

Study of Fetal Iron. Vivian Iob and W. W. Swanson, Chicago,—p, 263, 

Quantitative Studies of Effectiveness of Ultraviolet Radiation of Various 
Wavelengths in Rickets. A. Knudson and F. Benford.—p. 287, 

Inactivity of Nicotinic Acid in Chick Dermatitis. ©O. Mickelsen, H. A. 
Waisman and C. A. Elvehjem, Madison, Wis.—p. 313. 

Fat Metabolism in Dog Following Liver Injury Produced by Carbon 
Tetrachloride. I. C. Winter, Dallas, Texas.—p. 339. 


S. Freeman, 


F. L. Breusch, Szeged, 
R. Kohn and 


Journal of Thoracic Surgery, St. Louis 
7: 463-574 (June) 1938 

Treatment of Acute Suppurative Pleuritis Following Rupture of Lung 
Abscess. F. S. Dolley and J. C. Jones, Los Angeles.—p. 463. 

*Primary Carcinoma of Trachea. O. S. Culp, Montreal.—p. 471. 

Bronchial Obstruction Produced by Organic and Inorganic Foreign 
Bodies. J. Weinberg, Omaha.—p. 488. 

Unexpected Cavity Closure Following Reexpansion of Lung After an 
Ineffectual Pneumothorax. J. D. Steele Jr., Milwaukee; J. W. Trenis, 
Ann Arbor, Mich., and E. W. Laboe, Howell, Mich.—p. 498. 

Our Experiences in the Employment of Spinal Anesthesia for Thoraco 


plasty. F. B. Gurd, A. M. Vineberg and W. Bourne, Montreal— 
p. 506. 

Dry and Wet Stages of Obstructive Atelectasis. J. Kanitz, New York 
—p. 512. 


*Sterilization of Air in Operating Room with Bactericidal Radiation: 
Comparative Analysis of 132 Individual Stages of Extrapleural 
Thoracoplasties Performed with Radiation and 119 Stages Performed 
Without Radiation. D. Hart, Durham, N. C.—p. 525. 

Silver Lineation on Surface of Pulmonic Alveolar Walls of Mature 
Cat, Produced by Applying Weak Silver Nitrate Solution and Expos 
ing to Sunrays or Photographic Developer. C. C. Macklin, London, 
Ont.—p. 536. 

Extrapleural Lobectomy. J. Sebestyén, Budapest, Hungary.—p. 552 
Primary Carcinoma of Trachea.—Of the total 433 primary 

tumors of the trachea on record according to Culp at the end 

of June 1936, 147 (34 per cent) are primary carcinomas. 

Although primary carcinoma appears to be the most frequent 

type of malignant tumor of the trachea, the results of thousands 

of necropsies from various hospitals indicate that it is of rele 
tively rare occurrence. The clinical picture is not characteristc 

The commonest early symptom was a tickling sensation in the 

trachea, followed by an irritating cough and persistent hoarst 

ness (due to pressure on the recurrent laryngeal nerve). hh 
some instances this entire phase was lacking and the 
symptom was dyspnea or hemoptysis. Regardless of the treat- 
ment, the prognosis for carcinoma of the trachea is poor. 
only real hopes for cure are the early lesions in the upper’ 
of the trachea, and even then the disease is not recogml 
usually until it is well advanced. Most patients in this seni 
died within one year, but a few isolated patients were living # 
long as seven years after the initial treatment. The’ 
event was usually suffocation, pneumonia (frequently in instances 
of tracheo-esophageal fistulas) and massive hemorrhages. 
youngest patient on record was a girl 18 years of age 
the oldest patient was a man of 82. There is a marked pr 
dominance of males as victims of tracheal cancer. Sex wes 

recorded in 116 cases and of these 63 per cent were men a 

between the fifth and seventh decades). The allo i 

present“ 





of the carcinomas of the trachea was in the posterior 
lower third. Metastases were mentioned as being i 
absent in only ninety-one instances. In sixty-two case A 
tases were described, while they were definitely mento 
being absent in only twenty-nine cases. The deca 7 
carcinoma is most frequent show a corres 


incidence of metastases. The commonest type 





Juty 30, isk 




























ster 
to | 
ope 
Tise 
Plas 
grea 
itra 
Teac 
thos 
cond 
tical 
Vales 
Tadia 
short 


ing 


























. M. A, 
30, 1938 





nistration 
T. Addis, 
3, 

Salts of 
ten, New 


Freeman, 
lus: II. 
eee 2 


’ Szeged, 
Kohn and 


of Amino 
). 

nals After 
19, 

.—p. 263. 
of Various 
287. 

en, H. A. 


by Carbon 


e of Lung 
63. 
71. 
ic Foreign 


x After an 
W. Trenis, 
198. 

or Thoraco- 
Montreal — 


New York. 


Radiation: 
Extrapleural 
. Performed 


of Mature 
and Expos 


lin, 

—p. 552. 
33 primary 
at the end 
arcinomas. 
st frequent 
+ thousands 





Vorume 111 
Number 5 


CURRENT MEDICAL LITERATURE 


metastasize was the squamous cell variety. Thirty-eight unques- 


tionable cases 


of squamous cell carcinoma were found. Only 


twenty-six definite adenocarcinomas were found, but it is proba- 


ble that many 
this group. > 


of the alveolar and medullary growths belong in 
ome of the squamous cell tumors were assumed 


to be new growths from embryonic arrests of esophageal epi- 
thelium in the trachea, while others were assumed to be the 


result of meta 
of the trachea 


plasia. Two case 8ttdies of primary carcinoma 
are cited. 


Bactericidal Radiation in Operating Room.—During the 


last fifteen mm 
plasties on fifty 
of bactericida! 
similar statist 
sages) perfor’ 
operative field 
cut in half by 

There have b 

six deaths in 

cidal radiatio: 
an occasional 

wound widely. 
infection. Re: 
lytic Staphylo 
33 per cent, of 
ina field of 


mths Hart performed 132 extrapleural thoraco- 
-nine patients in a field of air sterilized by means 
radiant energy. For purposes of comparison 


ics are given for the 110 thoracoplasties (individual 


ned between 1930 and 1936 when the air in the 
was not sterilized. The total mortality has been 
the elimination of severe intections of the wound. 
n three deaths in the former series compared to 


the latter. Before beginning the use of bacteri- 


thoracoplasties were drained, since there was 
severe infection which necessitated opening the 
Four of the six patients died as a result of the 
rds show that an organism, usually the hemo- 
ccus aureus, was cultured from the wound in 
the cases. In the first three patients operated on 
bactericidal radiation drainage was _ instituted. 


Cultures of the drains on removal failed to show any growth 


and drains hay 


There have bee: 


Was severe, al 


primary incisio 


other four foll 
third time. It 


in which infecti 
isms gained enti 


sutures from 
would have to 


© not been inserted at operation since that time. 
five infections (3.8 per cent), only one of which 
this was the only one which occurred in a 
(46 per cent of the total operations). The 
owed reopening of the wound for the second or 
s the author’s impression that, in the four cases 
n followed reopening of the wound, the organ- 
ance to the subcutaneous tissues along the skin 
the preceding stage. Recently incisions which 
be reopened have been closed with a subcuticular 


suture of wire and infection has not occurred. During the cooler 


part of the ye 


‘ar 72 per cent of the operations performed in 


sterilized air were followed by a temperature between normal 


to 100.4 F., wi 


lile in the hotter months only 51 per cent of the 


operations were iollowed by a comparably low temperature. The 
tise in temperature also varied with the stage of the thoraco- 
plasty. The duration of the elevated temperature has been 
greatly shortened by sterilizing the air. When the air has been 
radiated, wounds have healed more rapidly and with less 


Teaction when 


reopened for the second and third stages than in 


those cases in which radiation was not used. The postoperative 
condition of the patient has been greatly improved. In prac- 
tally all cases the postoperative pain has been less and con- 


Valescence has 
tadiation was 


been more rapid than in the cases in which 
not used. The interval between stages has been 


shortened to from thirteen to sixteen days in most of the recent 


cases. The lat 
ing the former 


er stages are performed by reopening and extend- 
incision rather than by making a new incision. 


Kansas Medical Society Journal, Topeka 


39: 237-280 (June) 1938 


= acon in Heart Disease. P. Morgan, Emporia.—p. 239. 
E Metrazol in Treatment of Schizophrenia. R. M. Fellows and 
 E. Hyde, Osawatomie.—p. 244. 


of von Recklinghausen’s Disease or Neurofibromatosis, Involving 


Cranial Aaa Nerves. M. Gerundo and W. W. Corwin, 

N , tka. . J. 

ay “d sage Sedgwick County. J. V. Van Cleve and C. Miller, 
—?p. ; 


Nebraska State Medical Journal, Lincoln 


Question of Septicemia. 


23: 201-240 (June) 1938 
E. B. Reed, Lincoln.—p. 201. 


ve Treatment of Empyema with Gauze Packing. S. J. Carnazzo, 


T —p.. 2 


Hysteria 


07. 


oe: Their Diagnosis and Treatment: Part III. Cervical 
: Part a N. F. Hicken and A. M. Popma, Omaha.—p. 209. 


N, F, Hicken 


Cervical Lipomas, Neurofbromas and Lymphomas. 
» H. B. Hunt and A. M. Popma, Omaha.—p. 212. 
of Glaucoma. G. B. Potter, Omaha.—p. 216. 


Virus Diseases’ Malingering. G. Neuhaus, Omaha.—p. 217. 


of the Nervous System. R. H. Young, Omaha.—p. 220. 


New England Journal of Medicine, Boston 
218: 905-946 (June 2) 1928 


The Passing of Surgical Yeomen. A. G. Rice, Springfield, Mass.— 

The Siete of Newer Drugs to Public Health. G. P. Grabfield, Boston. 

tis teins Examination of Hairs. B. M. Vance, New York.— 

Pe as in Diabetes Mellitus. H. F. Root and A. Marble, Boston.— 
oa 218: 947-990 (June 9) 1938 


Conservative Methods in Surgery of the Chronically and Severely 
Infected Kidney. D. M. Davis, Philadelphia.—p. 947. 

Intraperitoneal Rupture of Urinary Bladder. E. A. Gaston, Framingham, 
Mass.—p. 958. 

Recent Progress in Physiology. H. E. Hoff, New Haven, Conn.—p. 964. 


New Jersey Medical Society Journal, Trenton 
35: 345-404 (June) 1938 
Nose and Throat Infection as Cause of Ocular Disease. E. C. Kern, 

Montclair.—p. 350. 

A Five Year Survey of 1,412 Cases of Appendicitis in a Suburban 

Hospital. R. T. Munger and M. L. Griswold Jr., Plainfield.—p. 355. 

More Common Cardiac Affections and Their Treatment. S. A. Loewen- 

berg, Philadelphia.—p. 360. 

*Preoperative Enhancement of Pleural Defense’ Mechanism. R. H. 

Dieffenbach and S. Berg, Newark.—p. 367. 

The Newborn: Maternal Welfare Article Number Twenty-Six. R. E. 

Wright, East Orange.—p. 369. 

Defense Mechanism of the Pleura.—Dieffenbach and 
Berg thought that stimulation of the defense mechanism of the 
pleura would be beneficial in some operative cases, and accord- 
ingly a preliminary study was undertaken in six cases to 
determine the response to the injection of 15 cc. of a 0.5 per 
cent aleuronat-1.5 per cent starch suspension in saline solution 
into the pleural cavity after a small initial pneumothorax. Blood 
and exudate studies were made at varying intervals thereafter. 
Although there were wide individual variations, the leukocytes 
tended to rise after the injection. Mononuclears are continually 
withdrawn from the blood stream, apparently because the rate 
of mobilization is greater than the rate of supply. There is a 
slight but definite increase in the percentage of myelocytes, 
while the total number and relative proportion of granular cells 
decreases in the first half hour, apparently because of rapid 
mobilization, and then rises gradually and continuously. The 
immature forms show the same relative variation but, peculiarly, 
the percentage is not as high as one would expect from the 
presence of myelocytes. The average differential counts of 
stained smears of the pleural exudate were as follows: first day 
98 per cent of polymorphonuclears and 2 per cent of mono- 
nuclears and, respectively, second day 87 and-13 per cent, third 
day 72 and 28 per cent, and fourth day 65 and 35 per cent. A 
piece of parietal pleura obtained from one patient two days 
after injection showed, on section, marked polymorphonuclear 
infiltration of connective tissue, with a few scattered reticular 
cells. Practically all the polymorphonuclears in the exudate and 
in the tissue were of the mature type. Since these determina- 
tions were made on patients who subsequently refused surgical 
intervention, no estimate can be made as to the value of the 
procedure in reducing the incidence or degree of postoperative 
pleural infection. 


Northwest Medicine, Seattle 
37: 161-196 (June) 1938 

Pelvic Gonorrheal Infection. M. S. Sichel, Portland, Ore.—p. 161. 

Lateral Lumbosacral Articulation. T. E. P. Gocher, San Francisco.— 
p. 167. 

Operative Treatment for Flat Feet. D. G. Leavitt, Seattle.—p. 168. 

Nonpenetrating Abdominal Injuries: Their Surgical Management. J. 
Duncan and R. D. Forbes, Seattle.—p. 172. 

Infantile Scurvy. R. M. Overstreet, Portland, Ore.—p. 175. 

Ischioanal Abscess Caused by Oxyuris Vermicularis. G. R. Marshall 
and Q. L. Wood, Seattle.—p. 180. 

Some Novel Manifestations of Ascaridiasis. W. L. Voegtlin, Seattle.— 
p. 182. 

*Coexisting Pulmonary Tuberculosis and Primary Carcinoma of Lung. 
C. P. Larson, Fort Steilacoom, Wash.—p. 183. 


Pulmonary Tuberculosis and Carcinoma.—Larson cites 
two cases of coexisting pulmonary tuberculosis and primary 
carcinoma of the lung. In one case the pulmonary tuberculosis 
was active and in the other there was no evidence of activity. 
However, the tumor in the second case originated in close prox- 
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imity to the site of the inactive, healed tuberculous lesion. In 
the author’s opinion both of these cases would tend to sub- 
stantiate Ewing’s opinion that tuberculosis is one of the etiologic 
factors in the production of primary carcinoma of the lung. 


Oklahoma State Medical Assn. Journal, McAlester 
31: 185-226 (June) 1938 

Syphilis of the Eye. F. T. Gastineau, Vinita.—p. 185. 

Syphilis and Public Health. C. M. Pearce, Oklahoma City.—p. 189. 

The Management of Early Syphilis. D. V. Hudson, Tulsa.—p. 192. 

Syphilis in Pregnancy. F. A. DeMand, Oklahoma City.—p. 195. 

Latent and Somatic Syphilis. J. Stevenson, Tulsa.—p. 198. 


Psychoanalytic Quarterly, Albany, N. Y. 
7: 171-298 (April) 1938 

Sense of Immortality. G. Zilboorg, New York.—p. 171. 

Adaptation to Reality in Early Infancy. Therese Benedek, Chicago.— 
p. 200. 

Psychoanalytic Study of Case of Chronic Exudative Dermatitis. L. H. 
Bartemeier, Detroit.—p. 216. 

Poetry Production as a Supplemental Emergency Defense Against 
Anxiety. H. B. Levey, Chicago.—p. 232. 

Types of Adolescence. S. Bernfeld, San Francisco.—p. 243. 

Use of Hostility as Defense. L. B. Hill, Baltimore.—p. 254. 


Radiology, Syracuse, N. Y. 


30: 667-796 (June) 1938 


Calcification and Ossification of Kidney: Review of Literature and 
Report of Cases. <A. E. Goldstein and B. S. Abeshouse, Baltimore. 
p. 667. 


Roentgen Treatment of Chronic Sinusitis. F. E. Butler and I. M. 
Woolley, Portland, Ore.—p. 686. 

Pain: Its Surgical Relief and Role of X-Ray Localization Therein. 
M. B. Greene and J. Kaufman, Brooklyn.—p. 691. 

Biologic Influence of Gamma Rays on Glandular and Hair System of 
Skin in Normal and Pathologic Conditions. V. Palumbo, Florence, 
Italy.—p. 705. 

Dosage, Duration of Treatment and Reactions in Protracted Fractional 
Roentgen Treatment, with Special Reference to Carcinoma of the 
Upper Air Passages. J. Juul, Copenhagen, Denmark.—p. 718. 

Apophysial Intervertebral Articulations, Roentgenologically Considered. 
A. Oppenheimer, Beirut, Lebanon, Syria.—p. 724. 

*Primary Bronchus Carcinoma: Diagnostic and Therapeutic Considera- 
tion. W. L. Mattick, Buffalo.—p. 741. 

Effect of Fractional Roentgen Technic on Incidence of Vaginal Fistulas 
in Carcinoma of Cervix. F. R. Smith, New York.—p. 748. 

Direct Radiocinematography. Van de Maele, Brussels, Belgium.—p. 750. 

Radiotherapy of Bladder Carcinoma: Five Year Results: Failures: 
Future Therapy. B. S. Barringer, New York.—p. 756. 

Primary Bronchus Carcinoma.— Mattick reviews the 
seventy-three cases of bronchus carcinoma seen at the State 
Institute. The diagnosis was proved in sixty-five cases by 
histopathologic section on biopsy or necropsy, or both. Histo- 
pathologic studies of the available material in sixty-two cases 
revealed a pleomorphism in most, with a tendency to predominat- 
ing cell types or groups, depending on the degree of differen- 
tiation, into adenocarcinomatous, squamous cell and anaplastic 
tendencies. A grouping of roentgenographic characteristics 
showed, in the order mentioned, atelectasis, increased markings 
and a tumorous mass to be the three most frequent changes. 
Atelectasis is a common indirect observation in the hilar or 
central variety, and the direct visualization of the mass is com- 
monly seen in the peripheral tumors. No apparent association 
could be observed between the histologic type and the period of 
survival, which in the treated cases was only slightly longer 
than in the untreated. Neither radical surgery nor irradiation 
seems to warrant much optimism in the majority of these cases. 
Owing to the tendency to early and distant metastasis and the 
more advanced and unfavorable locations of the tumors, it seems 
advisable to persist in attempts at more intensive and better 
planned radiation therapy. Few patients with peripheral lesions 
will submit to radical thoracic surgery. Only earlier recog- 
nition and radiation therapy will be conducive to a _ better 
prognosis. 


Rhode Island Medical Journal, Providence 
21: 87-98 (June) 1938 
Nonspecific Measures in Treatment of Pneumonia. C. F. Gormly, Provi- 
dence.—p. 87. 
Bacteremia in Pneumonia. Esther E. Brintzenhoff, Providence.—-p. 89. 
Some Physiologic Aspects of an Efficient Diabetic Regimen. D. L. 
Davidson, Boston.-—p. 90. 
Survival Rates Among Patients with Active Pulmonary Tuberculosis. 
Katharine Pardee, Wallum Lake.—p. 91. 
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Surgery, St. Louis 
3: 805-972 (June) 1938 

Effect of Recent Advances in Biliary Physiology on Mortality Following 
Operation for Common Duct Obstruction. I. S. Ravdin, J. E. Rhoads, 
W. D. Frazier and A. W. Ulin, Philadelphia.—p. 805. 

Applied Physiology of Liver. L. A. Crandall Jr. and A. C. Ivy, 
Chicago.—p. 815. 

Noncalculous Cholecystitis. W. H. Cole, Chicago.—p. 824. 

Roentgen Diagnosis of Surgical Diseases of Liver and Biliary Tract, 
E. P. Pendergrass and G. W. Chamberlin, Philadelphia.—p. 840, 
Anatomy of Gallbladder Incisions. O. V. Batson, Philadelphia —p, 871, 
Preoperative and Postoperative Treatment in Cases of Obstructive 

Jaundice. C. G. Johnston, Detroit.—p. 875. 

Personal Experiences in Treatment of Benign Obstructing Lesions of 
Biliary Tract. W. Walters, Rochester, Minn.—p. 884. 

Ligation and Refrigeration of Intestine. F. M. Allen, New York— 
p. 893. 

*Experimental Attempts to Prevent or Abolish Hypertension That jis 
Associated with Renal Ischemia. S. E. Levy and A. Blalock, Nash- 
ville, Tenn.—p. 899. 

Pathogenesis of Seminoma of Testis: Histologic Study in Dogs. J. R. 
McDonald, C. F. Schlotthauer and J. L. Bollman, Rochester, Minn, 
—p. 904. 

Experiments to Prevent Hypertension.—Levy and Bla- 
lock attempted to influence the response to experimental renal 
ischemia in dogs by (1) anastomosis of the renal vein to the 
portal system, (2) previous damage to kidneys produced by 
temporary occlusion of renal veins, (3) partial constriction of 
the renal veins in the presence of hypertension, (4) removal 
of the adrenal on the side in which renal ischemia is produced, 
(5) the freeing of the adrenals except for small attachments 
along the renal pedicle, (6) removal of one adrenal and denerva- 
tion of the remaining one by transplanting it to the neck, and 
(7) hyperpyrexia. All these attempts were unsuccessful in 
altering the response of the blood pressure to renal ischemia. 
A severe illness such as distemper is usually accompanied by a 
decline in the elevated blood pressure that is associated with 
experimental renal ischemia. 


Texas State Journal of Medicine, Fort Worth 
34: 65-192 (June) 1938 
The Responsibility of the Physician. C. R. Hannah, Dallas.—p. 72. 
Modern Problems of Medical Practice. J. H. J. Upham, Columbus, 
Ohio.—p. 75. 
Memorial Address. J. M. Martin, Dallas.—p. 79. 


Wisconsin Medical Journal, Madison 
37: 445-528 (June) 1938 
Heart Disease and Heart Failure. J. H. J. Upham, Columbus, Ohio— 
». 459. 
haw Cervical Cesarean Section versus Classic Cesarean Section. R. E. 

Campbell, Madison.—p. 463. 

Modification of the Mosher Toti Operation. F. S. Cook and P. G 

Spelbring, Eau Claire.—p. 466. a 

Hormones of Anterior Lobe of Pituitary Body. E. H. Rynearson, Roch- 

ester, Minn.—p. 469. 

Benign Lesions of the Breast Which Simulate Malignancy. F. A. 
Stratton, Milwaukee.——p. 474. , 
Lymphosarcoma of the Jejunum: Case Report. A. S. Jackson, Madison. 

—p. ‘ 

*An Reet of Trichiniasis in East Central Wisconsin: Report of 

Fifteen Cases. G. W. Carlson, Appleton.—p. 481. 

Trichiniasis in Wisconsin.—Carlson reports an outbreak of 
twenty-eight cases of trichinosis resulting from the ingestion 
of uninspected pork obtained from a local butcher. The butcher 
had purchased the meat from two local farmers in the form of 
summer sausage. Sausage was obtained from the butcher and 
examined in the laboratory of the state board of health; Trichi- 
nella spiralis was found. Fifteen cases have been selected for 
study. In all of them there was medical supervision during 
the illness and careful investigation. The disease attacked all 
the members of each family with but three exceptions, in 
each instance the pork had not been eaten by those unaffect 
The majority of the fifteen cases showed an eosinophilia, @ 
leukocytosis and a relatively low percentage of neutrophils. 
Eosinophilia of more than 10 per cent, and especially a rising 
eosinophilia during the course of the infection, should suggest 
trichinosis. If, in addition, there is a history of eating under- 
cooked pork and if typical symptoms are present, the diagnosis 
of trichinosis would appear certain. No specific remedy s 
known. Early catharsis, colonic irrigation and a high 
diet may be beneficial. The use of the Bachman int 
cutaneous test in a 1: 10,000 dilution of antigen should se 
the performance of biopsy in diagnosing trichinosis | 
powdered trichinella larvae. for antigen becomes aval 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Dermatology and Syphilis, London 
50: 267-332 (June) 1938 
Cutaneous and Subcutaneous Calcinosis. F. R. B. Atkinson and F. P. 
Weber.—p. 267. * 


British Journal of Ophthalmology, London 
22: 257-320 (May) 1938 
Smooth Muscle of the Periorbit and Mechanism of Exophthalmos. C. E. 


Brunton.—p. 257. 
Corneosclera! Suture in Cataract Extraction: Its Technic and Advan- 


tages. H. B. Stallard.—p. 269. 
Intracapsular Expression of Cataract. C. V. Krishnaswami.—p. 274. 
Transplantatio Conchae Auriculae as New Method of Correcting Spastic 
Entropion of Upper Lid Following Total Tarsectomy. N. I. Shimkin. 
—p. 282. 


Antepositio Conjunctivae Fornicis: Operation in Severe Cases of Spring 
Catarrh. N. I. Shimkin.—p. 287. 

Angioma Retinae: Case. I. Feig.—p. 295. 

Microstructure of Epithelial Cells and Its Importance for Etiology of 
Trachoma. W. Griter.—p. 300. 


22: 321-384 (June) 1938 
Visual Cells of the Platypus (Ornithorhyncus). K. O’Day.—p. 321. 
*Osmotic Pressure of Aqueous Humor in Epidemic Dropsy Glaucoma. 
E. O’G. Kirwan and S. N. Mukerjee.—p. 329. 
Studies on Pathogeny of Trachoma. L. A. Julianelle.—p. 336. 


Melanosome-Dispersing Substance in Blood and Urine of Patients with 
Retinitis Picmentosa: Preliminary Communication. E. C. Dax.— 
p. 345. 

Primary Bilateral Anophthalmia: Clinical and Histologic Report: Case. 


E. Recordon and G. M. Griffiths.—p. 353. 


Osmotic Pressure of Aqueous Humor.—Kirwan and 
Mukerjee state that in glaucoma of epidemic dropsy the differ- 
ence betwee the osmotic pressure of blood serum and the 
aqueous humor is considerably reduced as a result of the appear- 
ance of proteins in the latter. In consequence a reshuffling of 
ions takes place exactly in the same direction as predicted by 
the hypothesis of membrane equilibrium. The concentration of 
chlorine ions diminishes in the aqueous humor while an increase 
can be observed in the serum. The evidence tends to support 
the view that in glaucoma of epidemic dropsy the filtration of 
fluid into the anterior chamber takes place by the process of 
dialyzation as usual but that the equilibriums concerned are 
at a level different from that of normal subjects, owing probably 
to the altered permeability of the dialyzing membrane. 


British Medical Journal, London 
1: 1085-1142 (May 21) 1938 
Typhoid Fever Its Clinical Aspects. W. Willcox.—p. 1085. 
Prophylactic Use of Antityphoid Serum in a Localized Outbreak. J. 
Fenton, A. Felix and C. P. Hay.—p. 1090. 


*Outbreak of Sonne Dysentery Due to Consumption of Milk. G. K. 
Bowes.—p. 1092. 


Gonadotropic Activity of Anterior Pituitary Gland in Relation to 


Increased Intracranial Pressure. W. R. Henderson and I. W. Row- 
lands.—p. 1094. 


Biologic Nature and Quantitative Variation of Gonadotropic Activity of 


—— Women’s Serum. M. Boycott and I. W. Rowlands.— 


“Treatment of Chancroid with Sulfanilamide. R. C. L. Batchelor and 

R. Lees.—p. 1100, 

Sonne Dysentery Due to Milk.—Bowes gives an account 
of an outbreak of Sonne dysentery due to milk. Fifty-nine from 
106 households, or ninety-six of 224 individuals (estimated), 
rig affected. The incubation period was usually from twelve 
. age hours. Symptoms as a rule lasted from twelve 
si eee hours. The symptoms in most cases were mild 
i _ of abdominal pain, vomiting and diarrhea for from 
skew © thirty-six hours. Medical advice was sought by only 
a oo and only a few mentioned the passage of blood 
js “ang in the feces. In a few instances the diarrhea per- 
arial of ao days and was accompanied and succeeded by a 
he - ness. Sonne dysentery bacilli were isolated from 
seta some of the patients and from the milk itself. The 

Source of infection of the milk remains untraced. 

reatment of Chancroid with Sulfanilamide.—Batchelor 
sini S weed ten cases of chancroid with sulfanilamide by 
* “our cases represented relapses after treatment with 


dmelcos Vv 


accine. Cure was effected in all. The number of days 
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for cure to take place varied from five to eleven; the average 
was nine days. The average dose of sulfanilamide was 50 Gm. 
The dosage varied from 34 to 76 Gm. The use of sulfanilamide 
is not devoid of risk. One patient had eaten three eggs and 
had taken two acetylsalicylic acid tablets during five days of 
treatment. After 34 Gm. of sulfanilamide in five days he 
vomited, the pulse rate was 120 per minute and the temperature 
was 102.2 F. Even the exertion of speaking tired him. The 
chancroid, however, healed rapidly, with prompt subsidence of 
the adenitis without abscess formation. In one case the ulcers 
healed rapidly under sulfanilamide treatment but there was 
evidence of generalized syphilis, and positive Wassermann and 
Kahn tests were obtained three weeks later. Sulfanilamide in 
chancroid is suitable for treating ambulatory patients and out- 
patients, but strict supervision and full cooperation are required 
when large doses are given. 


Edinburgh Medical Journal 
45: 373-460 (June) 1938 
Observations on Carbonic Anhydrase of Blood in Anemia and in Other 
Pathologic Conditions. C. G. Lambie.—p. 373. 
Clinical Recollections and Reflections: XXV. The Dietetic Treatment of 
the Average Diabetic. D. M. Dunlop and Ruth Pybus.—p. 415. 
Diet and Dyspepsia. J. D. Comrie.—p. 435. 


Indian Medical Gazette, Calcutta 
73: 257-320 (May) 1938 

Anemias in Pregnancy: Hematologic, Clinical and Statistical Study. 
S. Choudhury and V. S. Mangalik.—p. 257. 

Some Clinical Aspects of Anemia in Pregnancy in Indian Women 
Living in Bengal. H. N. Chatterjee.—p. 267. 

Incidence of Rheumatic Infection in India (as Judged by Admission and 
Postmortem Rates and by Clinical Experience of Teaching Physicians 
at Medical Colleges and Schools of India): Part II. H. Stott.— 
p. 271. 

Appendix: Note on Juvenile Type of Rheumatism in Bengal. E. H. 
Vere Hodge.—p. 275. 

Short Note on Epidemic of Chickenpox in Central Jail, Cannanore. 
P. V. Karamchandani.—p. 276. 

Adrenal Insufficiency Simulating Adams-Stokes’ Syndrome: Case. E. S. 
Phipson.—p. 277. 

Study of Dietary Habits of Some Communities Living at Calcutta. 
D. D. Mitra.—p. 280. 

The Guinea Pig in the Laboratory Diagnosis of Tuberculosis. R. K. 
Goyal.—p. 282. 

Specific Gravity of Serum of Epidemic Dropsy Patients. C. L. Pasricha, 
S. Lal and K. S. Malik.—p. 283. 

Method of Antilarval Oiling for Rivers. D. Manson.—p. 284. 


Journal of Hygiene, London 
38: 269-394 (May) 1938 

Commercial and Molecular Distillates of Mineral Oils in Relation to 
Their Carcinogenicity. R. Lyth and C. C. Twort.—p. 269. 

Importance of Receptor Analysis for Study of Physicochemical Properties 
of Typhoid Bacilli. R. T. Scholtens.—p. 273. 

Antigenic Activity of Extracts of Pneumococci.. A. W. Downie.—p. 279. 

Antipneumococcus Species Immunity. A. W. Downie.—p. 292. 

Leukopenia and Toxic Substances of Bacillus Typhosus. R. C. Robert- 
son and H. Yu.—p. 299. 

New Salmonella Type: Salmonella Kentucky. P. R. Edwards.—p. 306. 

Comparison of Two Methods of Assessing the Number of Different 
Types of Coliform Organisms in Water. Doris A. Bardsley.—p. 309. 

Horse Serum Skin Tests. Hilda M. Davis.—p. 325. 

*Ice Cream Food Poisoning Outbreak Due to Bacillus Dysenteriae 
(Sonne). W. Savage.—p. 331. 

Observations on Bacterial Flora of Hen’s Egg, with Description of New 
Species of Proteus and Pseudomonas Causing Rots in Eggs. R. B. 
Haines.—p. 338. 

Effects of Lifelong Subsistence on Diets Providing Suboptimal Amounts 
of “Vitamin B Complex.” J. C. Drummond, Audrey Z. Baker, 
Margaret D. Wright, Phyllis M. Marrian and Eleanor M. Singer. 
—p. 356. 

Excretion of Streptococcus Pyogenes in Milk of Naturally Infected 
Cows. H. C. Bendixen and F. C. Minett.—p. 374. 

Milk Epidemic of Angina, Originating from a Cow with Mastitis and 
Due to Streptococcus Pyogenes (Lancefield Group A). E. J. Hen- 
ningsen and J. Ernst.—p. 384. 

Action of Carcinogenic Tar on Lymph Glands. A. Lasnitzki.—p. 392. 


Food Poisoning from Ice Cream.—A medical officer of 
health reported that at a fete at Dowlish Wake on May 1/7, 
1937, a number of children were taken ill after eating ice cream; 
most of the cases developed from twenty-four to forty-eight hours 
after its ingestion. Subsequently a number of other cases came 
to light associated with the consumption of ice cream but the 
infection occurred on other dates. Definite cases traced directly 
to infection from ice cream were thirty-four on May 17, nine- 
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teen on May 23 at Chard Rural and Ilminster districts, twenty- eggs are frequent. Healing of the acute vascular lesions leads 
six on May 23 at Thorncombe, three on May 23 and four to an obliterative arteriolitis, often followed by canalization of oy 
(probably secondary) on May 29 or 30 at Crewkerne and thirty- the occluding tissue. The new-formed capillaries hypertrophy, cle 
six on May 23 at Chard Borough. The ice cream was not producing a structure characteristic of pulmonary bilharziasis of 
infected with dysentery bacilli before May 17. The motorcar The vascular changes are focal in distribution and are unasso- thi 
of the vender (H.) selling the incriminated ice cream was in ciated with cardiac hypertrophy or signs of congestive cardiac S 
the field, and in all the thirty-four known cases the infection failure. Massive and repeated infection of the lungs is followed e 
occurred there. No cases were associated with a second ice by widespread arterial changes, hypertrophy of the right yen. ap 
cream vender who sold ice cream from just outside the field. tricle and the development of the cardiopulmonary features of he 
The same vender’s ice cream was again toxic on May 23 and Ayerza’s disease with death from congestive heart failure. The “ 
was particularly infective on that day, for wherever vender H. severity of the disease is largely due to repeated reinfection of eo 
went the ice cream purchased caused dysentery. There is no healing or healed lesions. Worms were present in the lungs er 
real evidence that the ice cream was infective on any later date. in 3.6 per cent of the series and in 10.5 per cent of the pulmo- | 
While there was a certatn amount of variation, Savage says Mary Cases. Either Schistosomum haematobium or Schistoso- 
that the common symptoms were abdominal pain, vomiting and ™um mansoni may occur. The worms reach the lungs by the 
diarrhea. The stools were often stained with blood and con- pulmonary artery and are usually arrested as riding emboli at ~ 
tained mucus. Usually there was some rise of temperature. the bifurcation of a vessel. Although bathed in venous blood, Cot 
Convulsions were observed in a few very young children. The _ they die rapidly. While alive they produce no structural changes, t 
illness was comparatively mild, lasting from three to seven days but the dead worm is highly toxic, causing necrosis of the “ 
with about four days as the average but leaving some debility. artery and an acute focal necrotizing pneumonia. Later the Cor 
There were no deaths. Over the period when the ice cream Pneumonic exudate is absorbed and cicatrized but the defunct k 
was infectivé, i. e., up to May 25, it was made under insanitary worm becomes calcified and enveloped in scar tissue. ' 
conditions. Both H. and his wife, who participated in the busi- Virus-like Bodies from Rheumatism.—Eagles and his Ji 
ness, deny that they had diarrhea or had been ill in any way. co-workers tested for infectivity in monkeys, both alone and in poin 
H. had been in the business for a good many years and no combination with streptococcus toxin and streptococci, the virus- that 
evidence of previous outbreaks had been associated with him. like bodies in suspensions prepared from a variety of rheumatic thest 
There was complete evidence implicating the ice cream but no materials. In certain instances clinical observations, including teris 
real evidence as to how it became infected. The milk used was the frequent taking of electrocardiograms and erythrocyte sedi- leuke 
exonerated and that H. or his wife was a carrier of the bacillus mentation rates, have suggested possible cardiac damage as a and 
was the most likely hypothesis, the single negative results of result of the inoculations. Physical signs and abnormalities in pallo 
two very unsatisfactory samples of feces being of no weight. ¢lectrocardiographic records were suggestive, but these have pron 
Careful supervision was maintained over the further preparation not been supported by pathologic changes. Myocardial damage the | 
and sale of the ice cream and no further cases resulted. has been present, with collections of the inflammatory cells and j 
commonly associated with Aschoff nodes in human rheumatic of th 
Journal of Laryngology and Otology, London carditis; but the multinucleated giant cells which are a constant logic 
53: 355-416 (June) 1938 feature of these nodes could not be demonstrated nor did the Italia 
Some Clinical Aspects of Vocal Cord Inaction. H. Tilley.—p. 355. cell collections bear more than a superficial resemblance to the the fe 
The Administration of a Hearing Aid Clinic. Phyllis M. Tookey Ker- true Aschoff node. Endocarditis and pericarditis were not a Gr 
ridge.—p. 370. present in any of the animals examined after death. Within the leuker 
: F limits of the study no evidence has been obtained that the sus- thi 
Journal of Pathology and Bacteriology, Edinburgh Seo oo rhe 
; pensions of these bodies possess infectivity. be der 
46: 401-648 (May) 1938. Partial Index attent 
*Pathogenesis of Pulmonary Schistosomiasis in Egypt, with Special Ref- : * 
erence to Ayerza’s Disease. A. F. B. Shaw and A. A. Ghareeb.— Medical Journal of Australia, Sydney type ¢ 
p. 401. 1: 835-874 (May 14) 1938 terran 
Acute Hemorrhagic Encephalitis Associated with Acute Rheumatism. Critical Inquiry into the Etiology of Chronic Peptic Ulcer. H. © childr 
R. H. Dobbs and G. S. W. de Saram.—p. 437. Rutherford.—p. 835. : 
Lymphadenoid Goiter: Study of Thirty-Eight Cases. Dorothy M. Physical Efficiency of Recruits for the New Zealand Permanent Forces. anemi 
Vaux.—p. 441. ; ; ; F. T. Bowerbank.—p. 841. increa 
_—— Replacement of Pancreas by Adipose Tissue. T. B. Davie.— Periarteritis Nodosa: Report of Two New Cases. J. B. Cleland— tion j 
p. 473. p. 846. 
*Infection Experiments with Virus-like Bodies from Rheumatism. G. H. Supervision of Air Traffic from Overseas and Its Attendant Risks blastos 
Eagles, P. R. Evans, 5. DB; Keith and A. G. T. Fisher.—p. 481. F. W. A. Ponsford.—p. 848. ot the 
Identification of Living Unstained Leukocytes by Dark-Ground Illumina- Preliminary Survey of Types of Corynebacterium Diphtheriae Isolated Medite 
tion. L. E. H. Whitby and M. Hynes.—p. 517. ; : t at the Metropolitan Infectious Diseases Hospital, Northfield. Mary C. alread 
Splenic Reaction in Experimental Cirrhosis and in Precirrhotic Intoxica- Puckey.—p. 851. : 
tion. T. B. Menon.—p. 521, Some Aspects of Maxillary Antrum Infection. R. H. Bettington— that ( 
Preparation of Gold Sols for the Lange Test. S. W. Pennycuick, C. E. p. 853. attentic 
Woolcock and R. J. Cowan.—p. 549. r 
Liver and Atropine Disposal. G. S. W. de Saram.—p. 559. - 1: 875-910 (May 21) 1938 of ane 
Type Specific Bacteriophages for Corynebacterium Diphtheriae. E. V. Medical Men as Explorers. L. Duncan.—p. 875. i childre 
Keogh, R. T. Simmons and G. Anderson.—p. 565. Carcinoma of Cervix from the Point of View of the General Practitioner. ome. 
Intracutaneous Rabbit Test for Assay of Antipneumococcus Serum. F. B. Craig.—p. 886. f to 
J. Ipsen Jr.—p. 571. Physical Therapy in Otolaryngology. E. Gutteridge.—p. 889. : ms, 1 
Influence of Ascorbic. Acid on Growth and Toxin Production of Clos- Adhesions In and Around Joints. N. Little—p. 891. ent in 105 logic pi 
tridium Tetani and on Detoxication of Tetanus Toxin. I. J. Kligler, K. *Migraine from the Allergic Point of View: Results of Treatm aspects 
Guggenheim and F. M. Warburg.—p. 619. Cases. C. Sippe.—p. 893. i ofthe leuk 
fi Fs SR Effect of Thyroxamine Administration ong Implanted Tumor em 
ulmonary Schistosomiasis in Egypt.—Shaw an aree ouse: Note. . Moppett.—p. 895. SSeOus 
Pul Schistosomiasis in Egypt.—Sh d Gh b M N Ww. M 895 0 
found from a study of 282 necropsies on Egyptians suffering Migraine and Allergy.—Sippe reports the results of allergic Cooley, 





from schistosomiasis that pulmonary lesions due to eggs of treatment in 105 consecutive cases of migraine. Recent wor 
Schistosomum were present in 33 per cent. The toxic effect suggests that the hereditary factor in migraine is the allergic 
of the egg is shown by necrosis of the tissue in its vicinity. element, as in asthma. The headache is not necessarily ui 
The amount of necrosis varies and possibly depends on the  fateral, preceded by aura or accompanied by abdominal symp 
degree of allergy at the time of the invasion. The number of ‘toms, and also abdominal symptoms may occur wi 

eggs, reinfection, immunity and allergy may all play a part in headache. Many recurring or even nonsyndrome ¢ 
determining the type of response. The number of eggs is of may belong to the group of gastrointestinal allergy. ee 4 
primary importance in determining the effect on the pulmonary _ tests performed by the intradermal method are a &' 4 
tissue. In 86 per cent of cases only a few eggs had entered the initial diet, especially if doubtful and delayed reactions are 
the lungs and the only lesions present were parenchymatous considered. The leukopenic index, whereby the effect a pat 
tubercles. In cases with a heavier infestation vascular lesions ticular food on the leukocyte count is recorded, gives of the 
as well as parenchymatous tubercles are present and embolic information but needs much time and care. The 
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cutaneous tests performed by the intradermal method agreed 
closely with clinical observations. Complete elimination of the 
offending food is the most certain way of obtaining relief. When 
this is not possible, peptones have sometimes given relief. Either 
complete or partial relief was obtained in 84.8 per cent. A 
common type of headache occurring in food allergy is that which 
appears on waking or on arising in the morning and is associated 


with sneezing or a stuffy nds¢. “It is of a throbbing nature, 
located in the frontal or occipital region. If the attack occurs 
only with menstruation, it appears to be rarely due to food 


allergy, although if it occurs at other times as well the attacks 
will usually respond to allergic treatment. 


Archives de Médecine des Enfants, Paris 
41: 321-424 (June) 1938 


Erythroblastosis During Childhood. M. Péhu and R. Noel.—p. 321. 
Contribution 10 Study of Erythroblastoses: Case of Familial Erythro- 
blastosis. .\. Flax and M. Waldstein.—p. 346. 

*Contribution Study of Jaksch-Luzet’s Anemia of Familial Form of 
Cooley Ty; A. Santillana.—p. 356. 

Contribution to Study of Hematology: Obscure Medullary Disorder 
Revealed by C Avitaminosis; Normoblastosis. G. Mouriquand, L. 
Weill, V. Edel and J. Ferri.—p. 369. 


Jaksch-Luzet’s Anemia of Familial Type.—Santillana 
points out that there exist in nurslings grave anemic syndromes 
that are accompanied by an enlargement of the spleen. Among 
these there is 2 form which on the basis of its clinical charac- 
teristics and «f its hematologic aspects belongs to the pseudo- 


leukemic anermia described by von Jaksch and Luzet in 1889 
and 1891. Oi unknown etiology, it is characterized by great 
pallor, by splenomegaly of variable degrees, by a more or less 
pronounced cacliexia and by osseous changes. Luzet in studying 
the hematologic aspects observed a reduction in the hemoglobin 
and in the number of erythrocytes, a progressive augmentation 
of the leukocytes (pseudoleukemic anemia) and finally morpho- 
logic changes in the erythrocytes. The author cites several 
Italian authors who in recent years have called attention to 
the familial occurrence of a splenic anemia. Then he mentions 
a Greek author who described fifty-four cases of the pseudo- 
leukemic anemia of von Jaksch-L.uzet and who maintained that 
this type is frequent in Greece. The familial character could 
be demonstrated in some of these cases. Then the author directs 


attention to studies by Cooley, who observed a characteristic 
type of anemia in the children of immigrants from the Medi- 
terranean countries, particularly in Greek, Italian and Armenian 
children. Among the chief symptoms of Cooley’s type of 
anemia are great pallor of the skin with a subicteric tinge, 
increase in the volume of liver and spleen, considerable diminu- 
tion in the number of erythrocytes with constant erythro- 
blastosis, frequently a leukocytosis, and an increased resistance 
of the blood corpuscles. Some are of the opinion that the 
Mediterranean anemia described by Cooley is identical with that 
already known under the term of Jaksch-Luzet’s anemia but 
that Cooley’s description is of great value, because it directs 
attention to the osseous changes which characterize this type 
of anemia, The author relates the histories of four anemic 
children of a Sicilian family who lived in Tunis, where they 
fame under his observation. He describes the general symp- 
toms, the hematologic aspects and particularly the roentgeno- 
logic pictures of the changes in the bones. Considering all these 
aspects, he decides to apply to this familial form of pseudo- 
tukemic anemia with the roentgenologically demonstrable 


on changes the term “syndrome of Jaksch-Luzet and 
ey.” 


Presse Médicale, Paris 
46: 897-912 (June 8) 1938 


« : 
Chemical ang Therapeutic Studies of Tetany. R. Leriche and A. Jung. 


—P. 897, 


ion te of Pleural Liquid: Sign of Compression of Hilus 
sseis by Neoplastic Process. R. Poinso.—p. 899. 


8 \Synd icati i i iti 
v. Wis wa thers oa of Acute Anterior Poliomyelitis. 
Chemi : : i 
wee and Therapeutic Studies of Tetany.—Leriche 

a Feport eleven cases of tetany in which they found that 
: a (total calcium content of serum) is not always 
duced. It js often normal in spontaneous tetany, but it is 
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reduced in parathyroprival tetany. The calciuria is reduced in 
the majority of cases. This reduction is independent of the diet. 
In rare cases it is normal or even increased. The fecal calcium 
is normal or slightly increased. The considerable reduction in 
the ratio urinary calcium/fecal calcium is essentially the result 
of the reduction of the calciuria. The calcium balance was 
found largely positive in the four cases which were investigated 
in this respect. The administration of calcium gluconate in two 
cases of tetany with low calciuria either did not influence the 
calciuria at all or elevated it only slightly. There are cases 
of tetany in which the crises do not yield to the administration 
of calcium, to the treatment with parathyroid extract or to the 
administration of dihydrotachysterol, A. T. 10. The subcuta- 
neous transplantation of “pure bone” in three cases of tetany 
modified the calciuria slightly or not at all. It did not change 
the calcium content of the blood but it suppressed the tetanic 
attacks in a case of long standing, in which the tetany had 
persisted eighteen months. Discussing the efficacy of neuro- 
surgical interventions, the authors state that the median cervical 
sympathectomy or the denervation of the carotid sinus, which 
were performed in five cases of spontaneous tetany with the aim 
to activate the parathyroids, did not influence the calcemia 
(normal before the operation) and did not always modify the 
calciuria. But the operation generally cured the patients in 
whom treatment with calcium, parathyroid extract or A. T. 10 
had failed. The ablation of the median ganglion seemed to be 
more efficacious than the denervation of the carotid sinus. It 
is necessary to do it on both sides, which is possible in one 
session. The authors gained the impression that the treatment 
of chronic tetany should be surgical. Spontaneous tetany is 
amenable to the ablation of the median sympathetic ganglion or 
to sinucarotid neurectomy; in addition to this, the authors 
usually perform at the same time an implantation of pure bone. 
Parathyroprival tetany is amenable to the transplantation of 
bone, which improves the subjective condition of the patients, 
counteracts the crises and the pains, and suppresses the calcium 
deficiency. 


Jahrbuch fiir Kinderheilkunde, Basel 
151: 117-180 (April) 1938 
*Pneumonia Mortality and Treatment of Rickets. U. Griininger and 
W. Droste.—p. 117. 
*Whooping Cough and Rickets.—F. Hansen.—p. 136. 
Clinical Aspects and Hematology of Acute Leukemia During Childhood. 

E. Schmid.—p. 149. 

Mortality from Pneumonia and Treatment of Rickets. 
—Griininger and Droste point out that the death rate from 
pneumonia is comparatively high in children during the first 
year of life. Nevertheless at the children’s clinic in Diisseldorf 
a noticeable decrease in the mortality from pneumonia has been 
observed during recent years. In order to determine what 
factors are responsible for this decrease, the authors analzyed 
the cases of pneumonia that were. cared for at their clinic 
during the years 1924, 1926, 1928, 1930, 1936 and during the 
first half of 1937. The total number of cases was 1,645. There 
were considerable differences in the mortality in the various 
types of pneumonia. Discussing the lobar pneumonias, they 
emphasize that the uncomplicated pneumonia of one lobe heals 
with or without treatment. Thus, if the efficacy of a thera- 
peutic method is to be evaluated, uncomplicated lobar pneu- 
monia cannot serve as a criterion because its prognosis is so 
favorable. When disregarding the lobar pneumonias and the 
abscess-forming pneumonias, the authors noted that in all other 
types of pneumonia the nurslings with rickets had a higher 
death rate. They found that the fresh air treatment produced 
a noticeable decrease in the mortality of different types of 
pneumonia. In the whooping cough pneumonias and in the 
complicated bronchopneumonias the favorable effects of the 
fresh air treatment could be increased further by the viosterol 
treatment of the children with rickets. The successful viosterol 
treatment of pneumonia in rachitic children is further cor- 
roborated by the recent favorable experiences with the massive 
dose of vitamin D. in rachitic children with pneumonia. 

Whooping Cough and Rickets.—Hansen says that in 
children with rickets whooping cough lasted longer and had a 
higher death rate than in children who were free from rickets. 
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He analyzes 607 cases of whooping cough that were treated 
at the Disseldorf clinic during the years 1931 and 1932 and 
during 1935 and 1936. The prolongation of the process is 
the more noticeable, the younger the children are. It was 
observed also that the incidence of bronchopneumonic compli- 
cations of whooping cough is twice as great in rachitic as in 
nonrachitic children. By energetic antirachitic prophylaxis 
and treatment during 1935 and 1936 the duration of whooping 
cough in rachitic children could be shortened; the development 
of bronchopneumonia could be prevented almost entirely after 
the third week and the mortality of rachitic children could be 
reduced from 11.41 per cent to 3.74 per cent. In the treatment 
of bronchopneumonia, which so frequently has a fatal outcome, 
favorable therapeutic results were obtained with viosterol. 


Annali di Ostetricia e Ginecologia, Milan 
60: 307-396 (April 30) 1938 
Organization of Prenatal Prevention in Crusade Against Tuberculosis in 

Italy. E. Alfieri.—p. 307. 

“Clinical and Anatomic Aspects of Renal Pathology in Eclampsia of 

Pregnancy. G. Mulazzi.—p. 329. 

Anaerobic Ffora of Vagina in Normal Pregnant Women and in Puer- 

perium. R. Vignocchi.—p. 359. 

Renal Pathology in Eclampsia.—Mulazzi studied the func- 
tional behavior of the kidney in a group of pregnant women 
suffering from eclampsia. In thirty-three women in whom a 
necropsy was done the kidney showed neither congenital nor 
acquired chronic diseases on macroscopic study. The patients 
ranged in age from 17 to 45. Only two patients were more 
than 45. Fifteen women were pluriparas. The majority of 
the patients showed symptoms of intoxication several days 
before convulsions developed, which was generally near full 
term but long before the onset of labor. The author concludes 
that eclampsia may develop in women without relation to 
primiparity or multiparity. In the majority of cases eclampsia 
develops near full term. Oliguria and albuminuria are 
frequently associated with cylinduria and, in rare cases, with 
hematuria. There is glycosuria, alone or in association with 
acetonuria, when eclampsia develops after death of the fetus. 
The arterial blood pressure is increased in the majority of 
cases and there is hyperazotemia. There is no precise anatomo- 
pathologic picture of the kidney in eclampsia in pregnancy. 
Renal disease is present in all cases. There may be nephrosis 
of a fat turbid, fat lipoid or fat necrotic type or either diffuse 
tubular glomerulonephrosis or acute diffuse glomerulonephritis. 


Revista de Medicina Tropical y Parasitologia, Havana 
4: 69-119 (March and April) 1938 

*Trichomonas Vaginitis. R. Varela Zequeira.—p. 69. 

Technic for Quantitative Determination of Dextrose in Blood. M. A. 

Landa Bacallao.—p. 79. 

Trichomonas Vaginitis.—Varela Zequeira found trichom- 
onas vaginitis in fifty-four of a group of 470 women with 
leukorrhea. The symptoms are characteristic and in the 
majority of cases there is a great amount of frothy yellow 
fetid discharge. The vagina, vulva and neck are irritated and 
the mucosa is fragile. The condition is aggravated during 
menstruation. The patients complain of local irritation, burning 
sensation, frequent small hemorrhages, vulvar pruritus, urinary 
disorders and general discomfort. The ages of the patients in 
the author’s group ranged from 18 to 44 years. There were 
three virgins. In all cases the author obtained satisfactory 
results from Gellhorn’s treatment with acetarsone, which was 
reported in THE JouRNAL, June 3, 1933, page 1765. 


Vida Nueva, Havana 
41: 335-384 (June 15) 1938 


*Frambesia in Cuba. V. Pardo-Castello.—p. 335. 
Myocarditis: Modern Clinical Conceptions. C. F. Gomez Gonzalez.— 


p. 346. : 

Brenner Tumor: Case. E. Eleizegui.—p. 361. 

Frambesia in Cuba.—Pardo Castell6 found that in 1937 
frambesia existed only in Oriente province of Cuba. The total 
number of cases in the province was 274. The lesions are of 
the type commonly reported. Chronic osteoperiostitis with 
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destruction of the bone and mutilations or enlargement of certain 
bones, especially the tibia, are frequent. Spirochaeta pertenuis 
can be identified in old and new lesions. The disease js 
recurrent and contagious in all stages of development. Patients 
may be clinically but not serologically cured by a combined 
treatment of arsphenamine and a bismuth salicylate preparation, 
or acetarsone preparations, the doses of which are not clearly 
specified in the article. As long as the clinical cure is maip- 
tained without recurrences, there is no danger of contagion 
from the patients. In five of a group of nine patients who 
were given clinical tests, the Kahn and Meinicke reactions jp 
the cerebrospinal fluid gave positive results, the amount of 
albumins and globulins in the fluid was increased and there 
was a syphilitic curve in the colloidal gold test. The Kahn 
test in the blood gave positive results in all cases. The author 
points out the importance of the combined arsphenamine and 
bismuth salicylate treatment. He advises watching discharged 
patients for possible recurrences in order to be sure they are 
no longer sources of contagion. In the group of 274 patients, 
148 have obtained clinical cure from any of the treatments 
mentioned and have been discharged. 


Archiv fiir klinische Chirurgie, Berlin 
192: 1-244 (May 20) 1938. Partial Index 
Osteomyelitis Following Wire Skeletal Traction. M. Bieb!.—p. 1. 
Experimental Studies on Origin of Neuropathic Arthropathies, M. 

Nozoe.—p. 29. 

Study of Lymphatic Apparatus of Stomach and Duodenum in Its Relation 

to Peptic Ulcer. H. Engels.—p. 94. 

Gastric Phlegmon. W. Stotz.—p. 134. 
*Spilling of Ether in Peritoneal Cavity in Peritonitis. Margot Ducreux, 

—p. 169. 

“False and Genuine Cryptorchidism. L. Moszkowicz.—p. 209. 

Ether in Peritonitis.—Ducreux reports the results obtained 
with spilling ether into the peritoneal cavity in 122 cases of 
perforative peritonitis. In practically all the cases, operation 
was performed by Hosemann of Freiburg. A severe purulent 
spreading peritonitis was present in each case. Gonorrheal 
peritonitis and peritonitis of little girls were not included. One 
hundred and one cases were the result of perforative appendi- 
citis; the other twenty-one were due to perforation of other 
viscera. Of the 101 cases of appendical peritonitis five proved 
fatal, a mortality of less than 5 per cent. In seventy-two of 
these cases in which removal of the appendix and spilling of 
the ether were done, only one was fatal. In the remaining 
twenty-nine cases, in addition to the introduction of ether, a 
primary enterostomy was made. There were four deaths. 
Among the 101 patients there were fifty-six males, five of whom 
died, and forty-five females, all of whom got well. There were 
thirty-nine children ranging in age from 3 to 15 years, all of 
whom recovered. The amount of ether introduced varied 
between 50 and 70 cc. in adults and from 10 to 30 cc. in children. 
The precautions to be used are a superficial anesthesia, termina- 
tion of the Trendelenburg position before instilling ether, and 
drainage. A secondary enterostomy because of symptoms of 
ileus had to be performed eight times in the entire group of | 
patients. The complications were few. There were four 
instances of abscess in the pouch of Douglas, six hernias and 
one case of thrombosis of the leg. The author concludes that 
the spilling of ether into the peritoneal. cavity in peritonitis 
diminishes mortality because of its favorable influence om the 
circulation, its stimulating influence on the intestinal tract 
its effect on the infection. With the precautions sug 
overdosing is easily avoided. The method does not increas¢ 
incidence of adhesions and pulmonary complications. 


Cryptorchidism.—According to Moszkowicz, the contra- 
dictions existing in the literature with regard to the gens® 
and treatment of cryptorchidism are due to the fact that 
the term cryptorchidism are included a number of , 
conditions including cases of processus vaginalis which has fa! 
to close, pathologic adiposity and failure of descent of the vag 
process, which likewise leads to the malposition of the : 
The origin of genuine cryptorchidism is explainable on -_— 
of abnormal manner in which male differentiation 1s preceded 
a phase of female development in which there is formed a? 
ligament which binds the two testicles. together. 
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may be felt in genuitie cryptorchides on the posterior surface of 
the urinary bladder as a thickening of the peritoneum. The 
author suggests that, in cases of an open inguinal canal, adiposity 
and failure of descent of the testicle, one should wait until 
puberty. Operation is indicated only in the presence of an 
inguinal hernia and then it should not be done too early. The 
testicular hypoplasia of the genuine cryptorchidism cannot be 
improved either by the operation or by endocrine treatment. It 
often contains strands of immature cells which exhibit a tendency 
‘9 malignant degeneration (disgerminoma or blastoma of the 
intersexual). - The removal of such a testicle when the condition 
is unilateral and the reposition of the testicle is difficult is a 
proper pr wcedure. Under no circumstances should such a 
testicle be left within the peritoneal cavity because of the possi- 
bility of a formation of a blastoma. The potency and the libido 
are frequently diminished in cryptorchides. In some cases it is 
normal and may even be increased. Marriage is not necessarily 
excluded, but the partners should be informed as to the degen- 
erative and hereditary character of the condition as well as to 
the fact that the marriage of cryptorchides is as a rule sterile. 


~ Deutsches Archiv fiir klinische Medizin, Berlin 
o 182: 145-260. (May 28) 1938. Partial Index 
Action. of Vitamin C in Thyrotoxic Creatinuria. H. J. von Plehwe.— 





p. 145 

*Pathogenesis of True Chlorosis. -L. Heilmeyer.—p. 150. 

Clinical’ Investigations on, Action .of Analeptics in Circulatory Insuff- 
ciency. |. Schlésser and H. Schwarz.—p. 176. 

Hypertroph Pulmonary Osteo-Arthropathy (Marie-Bamberger Dis- 
_ease).. E. Stephan.—p. 183. 

Observations on Action of S-Hydril (Stabilized Sodium Thiosulfate) in 
Plumbism. Frida Schmitt and H.-Lossie.—p. 200. 

Diagnosis of Congenital Deformities of Heart. (Open Ductus Arteriosus 
Botalli). \W. Wilken.—p. 204. 

*Diabetes Mellitus and Heredity: Probability of Development of Diabetes 
Mellitus i: Children of Diabetic Patients. F. Steiner.—p. 231. 


Pathogenesis of Chlorosis.—Heilmeyer describes two cases 
of typical chlorosis in which the examination of the iron metabo- 
lism. disclosed a great iron deficiency of the circulating blood 
plasma as well as_a reversible disturbance in the resorption of 


iron. - The author found that a number of.factors must be — 


present in order to produce the clinical picture of chlorosis. 
These factors are congenitally defective filling of the iron 
depots (chlorosis of the mother), increased iron consumption 
during the period of growth, menstrual loss of iron during the 
critical period of the iron metabolism at the end of the period 
of growth, food that is deficient in iron and vitamin, and a 
functional disturbance of the iron resorption, probably on the 
basis of a sympathetic neurosis, which is manifested in atony 
and ptosis of the stomach. The deficiency of iron in the food 


and the disturbance in the resorption of iron form a vicious 
circle, 


Diabetes Mellitus and Heredity.—In order to determine 
the probability of the development of diabetes mellitus in the 
offspring of diabetic persons, Steiner studied 411+ children who 
had a diabetic parent and compared the incidence of diabetes 
among these with the incidence of diabetes among 4,787 members 
ot the families of persons applying for marriage loans, the 
latter being regarded as representing the average population. 
The incidence of diabetes was found to be much higher among 
the offspring of diabetic persons than among the general popu- 
lation. This indicates that a hereditary predisposition may play 
4 part in the development of diabetes mellitus. However, it 
has not been determined as yet whether the diabetes mellitus 
always develops on the basis of a hereditary deficiency of the 
insular system or whether in some cases hereditary disturbances 
in the endocrine correlations or in the sympathetic nervous 
Per might play a part. In the latter case the inherited 
metional capacity of the insular apparatus may be entirely 
Pata In this connection, the author directs attention to the 
ry combination of diabetes mellitus with other disorders 

€ metabolism and of the endocrine glands. Moreover, 
rag sagt indicate that metabolic disturbances other 
i a = mellitus, as well as endocrine disorders, have 
<t than average incidence in the members of the families 
diabetic patients. A connection between hereditary distur- 
nees in the diencephalic region and diabetes mellitus seems 


possible in view of the fact that an increased incidence of 
diabetes mellitus has been observed in the members .of the 
families of patients with hereditary chorea. 


Klinische Wochenschrift, Berlin 
17: 833-864 (June 11) 1938. Partial Index 
Survival of Spirochetes ot Syphilis in Lowest Temperature (—271.5 C. 

or 1.7 C. from Absolute Zero). F. Jahnel.—p. 836. 

Is High Incidence of Tonsillectomies Justified? A. Lautenschlager.-— 
». 838. 

ed with Fluctuating Number of Leukocytes: Genesis of Leukemic 
Increase in Leukocytes of Blood. H. Kammerer and M. Weisshaar.— 
» 840. _ 

eesti G. Hessel.—p. 843. 

Casuistic Contribution to Cushing’s Syndrome. K. Reinhertz and B. 

_ Schuler.—p. 849. 

Meningitis in Nursling Caused by Meningococci and Bacillus Enteritidis 

Breslau, Also Contriliution to Question of Pathogenic Characteristics 

of Breslau Bacilli. A. Welcker and H. Vogl.—p. 852. 

*Quantitative Determination of Arsphenamine in Cerebrospinal Fluid with 

Aid of Pulfrich Photometer. H. Hillstrung and J. Nordmeyer.— 

p. 854. 

Arsphenamine in Cerebrospinal Fluid.—Hiillstrung and 
Nordmeyer have employed both Abelin’s method and the Ehrlich- 
3ertheim reagent in attempts at the quantitative determination 
of arsphenamine. For this purpose they were usually combined 
with colorimetric procedures. All other methods for the deter- 
mination of arsphenamine are indirect methods; they are based 
on the demonstration of the arsenic that is contained in the 
arsphenamine. Besides being complicated, these indirect methods 
are inexact and so the authors recommend the quantitative 
determination of arsphenamine by means of. the Pulfrich 
photometer. To 3 cc. of the arsphenamine solution, which is 
to be examined and which is kept cooled in ice during the 
entire analysis, two drops of a 30 per cent solution of hydro- 
chloric acid is added. After slight shaking, from two to three 
drops of a 0.5 per -cent solution of sodium nitrite is added. 
The potassium iodide starch paper that is dipped into this solu- 
tion shows a blue coloration, which may disappear again before 
diazotization is completed. After two or three minutes of 
waiting, the paper is dipped in again and, if blue coloration 
does not result, more drops of the sodium nitrite solution are 
added (two or three drops usually being sufficient) until blue 
coloration reappears. In the meantime, 0.3 Gm. of resorcin 
has been dissolved in 5 cc. of a 25 per cent solution of sodium 
hydroxide, and 1 cc. of this solution is then added to the ice- 
cooled mixture, while the tube is held slantwise. A red ring 
appears and, after shaking, the entire solution becomes red 
to rose-red. The intensity of the coloration and the absorption 
in the step photometer are dependent on the concentration. 
Since the solution is not stable, the photometry should be made 
within ten minutes. The authors further describe the technic, 
which employs the diazotization method. Both technics are 
for the cerebrospinal fluid; neither of them can be used for 
the determination of arsphenamine in the serum. Evaluating 
the quantitative determination of the arsphenamine in the cere- 
brospinal fluid, the authors say that it is helpful in answering 
many questions on the action and dosage of arsphenamine in 
neurosyphilitic and metasyphilitic diseases and on changes in 

the meningeal permeability for arsphenamine, following the use 
of auxiliary therapeutic measures. 


Miinchener medizinische Wochenschrift, Munich 
85: 817-856 (June 3) 1938. Partial Index 
Treatment of Pulmonary Hemorrhage in Tuberculosis. F. Roll.—p. 821. 
*Occurrence of Chlorosis in Male Subjects. W. Beckert.—p. 823. 
Origin of Labor Pain and Its Significance for Management of Delivery. 
W. Wolf.—p. 824. 
Treatment of Pain After Tonsillectomy. Gertrud Heddaeus.—p. 826. 
New Therapeutic Principle in Idiopathic Trigeminal Neuralgia. O. 
Meyer.—p. 827. 
Observations in Course of Epidemic of Scarlet Fever. O. Boyksen.— 
p. 828. 


Chlorosis in Males.—Beckert says that most authorities 
are of the opinion that chlorosis is restricted to female patients, 
whereas some investigators have observed rare cases in male 
subjects. The author observed two youths aged 16 and 17 
years who presented all symptoms of a chlorosis. Both patients 
had a hypochromic anemia without signs of increased destruc- 
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tion of blood and with normal gastric acidity. Pernicious 
anemia, anemia of hemolytic origin or achylic chloranemia could 
thus be excluded. A posthemorrhagic anemia could be excluded 
on the basis of the anamnestic clinical and roentgenologic data. 
In view of the microcytic and hypochromic character of the 
anemia and of the absence of infections and toxic factors a 
chlorosis seemed most probable, but the sex of the patients 
made this diagnosis rather doubtful. Nevertheless complaints 
about general weakness, fatigue, vertigo, headache and cold 
hands and feet were the same as in chlorosis of female patients. 
The clinical aspects were likewise those of a chlorosis. There 
were pallor, anemia with an unusually low color index, small 
size of erythrocytes, reduction of leukocytes, negative urobi- 
linogen reaction in the urine and normal values of gastric 
acidity. The efficacy of iron therapy was a further corrobora- 
tion of the diagnosis. 


Zeitschrift f. menschl. Vererbungslehre, Berlin 
21: 609-764 (May 21) 1938. Partial Index 

“Sporadic” Deaf-Mutism as Prototype of Simple Recessive Mutation. 
E. Hanhart.—p. 609. 

Studies on Families of Young Cancer Patients. Marie-Theres Schnor- 
busch and Brigitte Kujath.—p. 676. 

*Heredity of Acute Articular Rheumatism (Studies on Seventy-Two Sets 
of Twins). O. Kaufmann and E. Scheerer.—p. 687. 

Simultaneous Occurrence of Defects of Extremities and Osteosclerotic 
Systemic Disease. Leonore Liebenam.—p. 697. 

Handwriting of Uniovular Twins. A. Legriin.—p. 704. 

Right-Left Deviation in Handedness and in Personality: Research on 
Twins on Problem of Left Handedness. H. Bouterwek.—p. 737. 
Heredity of Acute Articular Rheumatism.—lIn this 

investigation Kaufmann and Scheerer give their attention only 
to inflammatory rheumatism and disregard the degenerative 
rheumatic disorders. After directing attention to the fact that 
the familial occurrence of acute articular rheumatism has been 
reported repeatedly, they describe observations on a large 
material of twins. The records of 8,500 twins were investigated 
and in those of seventy-two sets of twins acute articular rheuma- 
tism was reported. The latter sets of twins were subjected to 
a careful study. The previous history was investigated and 
either the physicians in charge of the case were asked for a 
report or the twins were examined by the authors. Among 
twenty-seven sets of uniovular twins, concordance of acute 
articular rheumatism was observed five times, discordance 
twenty-two times. In the forty-five sets of binovular twins, 
concordance was observed only once. In view of the much 
higher incidence of concordance of acute articular rheumatism 
in sets of uniovular than in sets of binovular twins, the authors 
assume that hereditary factors have a part in the etiology of 
this disease. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
82: 2793-2956 (June 4) 1938. Partial Index 

Periods of Luciani as Cause of Attack of Adams-Stokes: Connection 
Between Cheyne-Stokes Respiration and Adams-Stokes Attacks. 
Cc. L. C. Van Nieuwenhuizen.—p. 2801. 

*Clinical Aspects of Acute Rheumatism: 
P. H. Kramer.—p. 2808. 

Pneumococcus Type III (‘“‘Mucosus’’) and Pneumococcus Type VIII in 
Acute Otitis Media. B. W. L. Siemens.—p. 2816. 

Survey of Suicide Attempts with Fatal Outcome in Institutes for Mental 
Defectives in the Netherlands During Period from 1882 to 1932. N. 
Speijer.—p. 2824. 

Dutch Midwives in Russia During Eighteenth Century. I. Van Esso 
Bzn.—p. 2831. 


Hyperpyretic Rheumatism. 


Hyperpyretic Rheumatism.—As the characteristic signs of 
acute rheumatic polyarthritis Kramer mentions serous infections 
of various joints, the spreading to other joints, a tendency to 
cardiac infections (particularly endocarditis) and a prompt 
reaction of the articular processes to salicylates. However, 
special localizations of the virus or its toxins may give the 
disorder an entirely different aspect. The author describes two 
cases of hyperpyretic rheumatism. In discussing the diagnosis 
he emphasizes the following factors: 1. The high fever causes 
psychic disturbances which become manifest in restlessness, 
in anxiety and either in excessive talking or in being entirely 
uncommunicative. The patients also complain of headaches and 
insomnia. 2. Notwithstanding the high fever, the articular pains 
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decrease and may completely disappear. The swollen joints, 
which formerly were kept immobile, are now, during the rest- 
lessness, moved vigorously. 3. These patients have a dry, hot 
skin, because sweating often ceases entirely. Excessive secretion 
of urine may be the result of this. 4. Visual disturbances, speech 
disorders and visual and auditory hallucinations may become 
manifest soon after the first increase in temperature that leads 
to the fatal hyperpyretic rise. Many of these patients have a 
considerable euphoria and this, together with the improved 
movements of the joints, may mislead those who take care of 
the patient into thinking that he is improving, while in reality 
he is in grave danger. The physician, however, should recognize 
the serious condition as soon as the temperature rises to around 
40 C. (104 F.). The author suggests that hyperpyretic rheu- 
matism is a cerebral localization of the unknown rheumatic 
virus. It may develop during the first attack of acute rheumatism 
as well as during later attacks. It has been suggested that 
predisposing factors, such as misuse of alcohol, emotions and 
mental exertion, might play a part in the development of this 
cerebral form of rheumatism. The prognosis is largely deter- 
mined by the rapidity of the development. In the most acute 
cases death follows rapidly. The same applies to the acute 
cases in which temperatures of 41.5 C. (106.7) are reached, 
However, in cases in which the temperature remains below 
these high figures, improvement is possible. The author thinks 
that energetic treatment with salicylates can prevent the hyper- 
pyretic rheumatism. Moreover, together with the application 
of cold in various forms, salicylates are indicated in treatment. 


Hospitalstidende, Copenhagen 
81: 337-364 (April 12) 1937 
Treatment of Most Important Carcinomas (Cancer of Breast, Stomach, 

Uterus and Rectum). J. V. Andersen.—p. 337. 

*Primary Cancer of Lung and Liver Metastases. J. Hoffmeyer.—p. 352, 
Simultaneous Carcinoma and Tuberculosis in Same Lung. G. Falken- 

fleth.—p. 357. 

Cancer of Lung and Liver Metastases.—Hoffmeyer 
reports two cases of primary pulmonary cancer which presented 
nothing of special interest concerning the primary tumor, either 
macroscopically or microscopically, but showed a marked, pre- 
sumably lymphogenic spread to the regional intrathoracic 
glands, particularly to the hilus glands and the bronchial glands 
but also to an almost unbroken chain of glands down to the 
diaphragm, Further, there were metastases to the glands about 
the upper part of the abdominal aorta and in the hilus of the 
liver. The only parenchymatous intra-abdominal metastases 
were seen in the liver and were numerous and large. The 
usual thorough routine examination disclosed no other metas- 
tases. The author considers hematogenic spread, although 
theoretically possible, improbable in both cases and the most 
reasonable explanation seems to him to be that on growth of 
the cancer into the normally hepatofugal lymph paths a retro- 
grade spread otcurs, from glandular metastases in the thorax 
or in the upper part of the abdomen, perhaps especially from 
the glands in the hepatic hilus. The manner of this retrograde 
lymphogenic metastasizing is unknown. 


81: 465-492 (May 17) 1938 

Studies on Calcium: Calcium Content in Cerebrospinal Fluid. K- G. 
Fuhrmann.—p. 465. 

*Intestinal Invagination. (Observations Concerning Relation Betweet 
Clinical-Roentgenologic Picture and Treatment.) O. Povisen.—p. 481. 
Intestinal Invagination.—Povlsen describes the case of @ 

child, aged 1 year, who in the course of about three and a 

months had about fifty attacks of invagination. Roentgem 

examination during attacks showed that the intestine had an 
unusual tendency to spastic contractions; merely touching the 
child’s abdomen could precipitate violent intestinal spasms. 
author says that his observations and the results of experiments 
in animals show the importance of preventing spasms GUN 
attempts at disinvagination, partly by extremely ” 
manual maneuvers in reposition. With bloodless reposition 
under roentgen control he emphasizes long-continued high 

enemas and the avoidance of measures which can d 

patient or aggravate the local disorder or the patient's 

condition. 
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